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RELATION OF THE MEDICAL PROFES- 
SION TO THE PUBLIC.* 


By HUGH S. CUMMING, M. D., Washington, D. C. 
Surgeon General, U. S. Public Health Service. 


PresipENT ALDERMAN: FELLOW 
Frenntow Mempers or tHe Mepicat So- 
creTy oF Vireinta: Lapies aNd GENTLE- 
MEN: 

It is doubtful if any recent alumnus ever re- 
turned to his Alma Mater without feeling a 
lump in his throat and a tugging at his heart- 
strings. How much deeper then are the emo- 
tions of one who thirty-six years after gradu- 
ation finds himself back in this hallowed Uni- 
versity in all of her physical beauty, as he re- 
calls her moral and intellectual worth, her 
struggles and accomplishments through years 
of financial poverty, her wealth of tradition 
and history, her children who have for a cen- 
tury so well done their part in every sphere in 
which their State, their country, the world 
needed them! 

She has never been the jealous mistress con- 
stantly demanding evidences of affection but 
rather the loving mother, content, too con- 
tent at times, in the success of her offspring, 
requiring nothing more of them than that 
they be worthy sons, serene in her conscious- 
ness that they had imbibed and assimilated 
knowledge and principles that would carry 
them to honorable success. 

Life was simple in those years of the early 
nineties both in the outside world and here. 
Virginia had not yet recovered from the holo- 
caust of war and reconstruction. 

A large proportion of students in the pro- 
fessional schools were struggling through upon 
borrowed or hardly earned money and the 
wealthy man was rather marked, if not handi- 
capped. Social and financial position, even ac- 
cident of birth, counted but little. In no other 
place has there ever been a truer rule of aris- 
tocracy in the original and best meaning of 
the word. Most of us through necessity were 





*Address at the dedication of the new Medical Buildings, 
University of Virginia, and opening exercises of the sixtieth an- 
nual meeting of the Medical Society of Virginia, in Charlottes- 
ville, October 22, 1929. 
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acutely aware that medical “art was long and 
time was fleeting,” so the average medical man 
led the simple life of a hard student. 

The University herself was in no whit bet- 
ter financial condition than her children. 
Philanthropy had not stretched her welcome 
hand hitherward and the impoverished State 
was dissipating her too small resources among 
many institutions instead of concentrating en- 
ergy upon her crowning intellectual glory. 

In view of her limited financial resources it 
seems miraculous that her engineering, chemi- 
cal and medical schools, with so little physical 
equipment, could have turned out such num- 
bers of professionally well equipped graduates 
until one remembers those intellectual giants 
on the faculty of those years. No normal man 
could have lived for several years even in 
casual contact with such men as Noah K. 
Davis, John B. Minor, Francis Smith, John 
Mallet, Billy Thornton and others without 
being intellectually and morally lifted onto a 
higher plane. 

But what of the Medical School? 

Few medical schools of the time had a more 
splendid galaxy of teachers than Towles, Mal- 
let, Barringer and Tuttle. The comparative 
thoroughness of their teaching was demon- 
strated over and again by the standing of her 
graduates both at home and abroad in com- 
petitive examinations and in practice. Yet 
how restricted then was the intellectual diet 
compared with the elaborate menu set before 
the medical student of today! Anatomy was 
thoroughly taught by lectures, demonstrations 
and dissections. No laboratory credits were 
required in medical chemistry and physiology, 
and, indeed, the physical equipment, even for 
those days, was inadequate. There was little 
or no clinical material for use in the teaching 
of internal medicine and operative surgery; 
bacteriology, pathology and histology were 
taught by lectures and a few demonstrations; 
gynecology by lectures, and obstetrics by lec- 
tures and demonstrations on a manikin; these 
and a short course in hygiene comprised the 
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two years of study required for graduation 
after 1892. Previous to that year, graduation 
after one year in residence was permitted. 

Although post-graduate hospital work was 
encouraged, a large number of graduates who 
subsequently became leaders in their profes- 
sion were compelled to go immediately into 
practice. 

But before contrasting the men and school 
of that time with the finished graduates and 
the richly endowed institution of today with 
its splendid laboratory which we have just 
dedicated and its hospitals and research facili- 
ties, the younger generation might well reflect 
upon the limited field of medical science of 
that period. I am confident that in the earlier 
days the medical student derived a much 
greater proportion of existing knowledge than 
it is now possible for him to acquire in four 
or five years of study. 

The last century was a period of unparalled 
progress in the world’s history. Marked aa- 
vances were made in government, in industry. 
in transportation, but above all in the field of 
science and its application for the benefit of 
mankind. Great and revolutionary as were 
the effects of steam transportation, the tele- 
graph, telephone, and electric light upon our 
civilization, equally great was the effect upon 
humanity of the increased knowledge of the 
causes of disease, its methods of spread, pre- 
vention, and cure. Especially was this true 
of the last two decades of the century. While 
there had been an advance in empirical thera- 
peutics and in the technique of surgery, until 
then little more was known in regard to the 
etiology and epidemiology of disease than had 
been known in all the years preceding. 

Suddenly, like the turning of a switch, 
Pasteur dispelled the ignorance of centuries 
by his demonstration that specific diseases are 
produced by specific organisms, and Koch, by 
the development of solid culture media and 
aniline dyes, made possible the identification 
of the pathogenic organisms of such diseases 
as tuberculosis, tetanus, cholera, diphtheria, 
and glanders. 

Immunization against communicable dis- 
eases has been the subject of research since 
1880 but the last decade of that century stands 
out as the period in which serum diagnosis 
and treatment had their origin. The study 


of the effect of the toxins contained in cul- 
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ture media in which tetanus and diphtheria 
bacilli were grown led to the study of im- 
munity and the discovery of the antitoxic ac- 
tion of the sera of immunized animals. The 
facts thus established were put to practical use 
by the introduction of tetanus antitoxin in 
1890 and of diphtheria antitoxin in 1894. In 
that year, also, the laws of passive immunity 
were shown to hold in immunizing against liv- 
ing organisms, and the practical application 
of protective inoculation against cholera, 
plague and, later and more important, typhoid 
fever followed. Two years later, still another 
aid, the serum diagnosis of disease, was de- 
veloped. 

An epoch making discovery in the realm of 
physics which added to the brilliancy of the 
decade was that of the X-rays by Roentgen in 
1895, together with their use in diagnosis and 
treatment. This later led to the study and 
use of the ultra violet rays. 

But brilliant as were those achievements, 
other important medical discoveries were made 
in the same period which profoundly affected 
the happiness of the human race inhabiting 
the warmer regions of the world. 

Theobald Smith’s pioneer discovery of the 
insect transmission of cattle fever was followed 
by Manson’s demonstration of the transmis- 
sion of filariasis by mosquitoes, by Ross’ bril- 
liant incrimination of the anopheles in malaria, 
and by Reed’s confirmation of Finlay’s theory 
of yellow fever transmission by the stegomyia 
mosquito. No less important was the change 
in our knowledge and conception of neuro- 
pathology and the relationship between men- 
tal and physical conditions. 

Searcely less significant were the advances 
during the following twenty-five years, which 
initiated the use of dark field illumination, the 
arsenical derivatives in the treatment of the 
spirochaetal diseases; the knowledge of lhe 
cause and prevention of goitre, of the func- 
tion of the internal secretions and their uses, 
the microscopic examination of the eye- 
grounds, the use of toxin-antitoxin, the role 
of the disease carrier, and the matter of fact 
acceptance of the radio, aviation, automobiles, 
and the marvels of synthetic chemistry. 

At the beginning of the last century, trans- 
portation and communications were difficult 
and expensive, the use of steam and electric 
power unknown. Each country, State and 
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community depended largely upon its own re- 
sources. The necessities in food, clothing and 
implements were provided locally and the 
household in general was more or less self- 
supporting. As President Hoover so aptly de- 
scribed the situation. the farmer raised 80 per 
cent of his necessaries and depended upon the 
outside for only 20 per cent. 

There are among us those who remember the 
local shoemaker, the blacksmith, the carriage 
builder, the carpenter who builded with locally 
produced material, and the table loaded with 
home grown food products. The life of the 
average man in this country was simple and 
individualistic, each community more or less 
self-contained. The conception of the role of 
government was that of providing for the com- 
mon defense and protecting life and property 
acainst violence and oppression, heyond which 
the individual was expected to work out his 
own destiny. Cooperation bevond this limita- 
tion was restricted to emergencies. 

The development of machinery and _ trans- 
portation facilities and means of communica- 
tion have revolutionarily changed these con- 
ditions and necessitated group action and in- 
terdependence, governmental and_ otherwise. 
We no longer depend upon individual owner- 
ship or initiative for transportation, but upon 
cooperative action of necessity regulated by 
government, We depend no longer upon our 
own locality for food and clothing. The 
whole world contributes to the home and table 
of the average man of this generation, and 
cooperation has been necessary to bring about 
this result. 

No less marked has been the result of the 
application of science to the practice of medi- 
cine and the change in relationship which ex- 
isted in the past between the public and the 
physician. The armamentarium of the phy- 
sician of only a generation or so ago consisted 
of a few instruments and somewhat limited 
professional knowledge, supplemented often, 
however, by a knowledge of the hereditary and 
environmental factors and the mental and phy- 
sical history of the patient which, I am in- 
clined to think, not infrequently made up for 
his deficiency in technical knowledge. 

The application of the increase of knowledge 
in all of the {elds of science to the practice of 
medicine and sanitation has of necessity radi- 
cally changed this condition. 

As Sir Clifford Albutt has expressed it: “It 
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is obvious that the results of such advances 
prescribe for the clinical physician methods 
which cannot be pursued without expert assist- 
ance; a physician engaged in busy practice can- 
not himself undertake even the verifications re- 
quired in the conduct of individual cases. Skill 
in modern laboratory work is as far out of 
reach of the untaught as performance on a 
musical instrument. In spite, therefore, of the 
tradition which has persisted from Aristotle 
to Herbert Spencer it is formed upon us * * * 
that in a pursuit so many sided as medicine, 
whether in its scientific or practical aspect, we 
have to submit more and more to that division 
of labor which has been a condition of ad- 
vance in all other walks of life.” It is true 
that knowledge of diseased conditions has been 
brought into the light of knowledge by “spe- 
cialists and by them distributed to the profes- 
sion; and that in no other way could this end 
have been attained.” 

Thus, the increase in medical knowledge has 
necessitated expenditures for office and labora- 
tory personnel and equipment far beyond the 
capacity of all save few physicians, nor cap 
one individual have either the ability or time 
necessary for their use. At the same time pro- 
vision must be made for the integration of 
knowledge as well as for the winning of it 
by several adits. Physicians educated in our 
schools and hospitals accustomed to rely upon 
the trained nurse, the bacteriologist, immunol- 
ogist, pathologist, bichemist, the physiothera- 
pist, and the cooperation of clinicians skilled 
in the various specialties, feel unwilling to 
undertake practice in rural districts and other 
regions where such aids are inaccessible. 

Nor in the feld of public health and sanita- 
tion is the physician alone competent to supply 
the requirements of today. Scarcely less neces- 
sary than the medical officer of health are the 
sanitary engineer, the vital statistician, the 
public health nurse, and the laboratorian, while 
the physician must know not only diagnosis 
and therapy but epidemiology. 

In the larger communities the problem is 
being solved, so far as the profession is con- 
cerned, by adequately equipped hospitals, 
clinics and laboratories, by organized group 
practice, and by reference relations. 

Despite the pessimism of those who are per- 
haps thrown in too close contact with public 
health and become impatient, the public has 
been educated with regard to the importance 
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of medical science and to an appreciation of 
what may be accomplished by the general ap- 
plication of medical knowledge not only in 
curing disease and alleviating pain, but in pre- 
venting disease with consequent increased in- 
dividual and community efficiency. It is a mat- 
ter of very deep significance that the interest 
of the public in matters of health is not lim- 
ited to the medical profession or to well-mean- 
ing altruists, but includes great leaders in in- 
dustry. It is significant, too, that probably 
the most forward movements to supply scien- 
tific medical service to the public have been 
and are being led not only by physicians, but 
by laymen and men of importance in national 
affairs. 


Thus, within the memory of many of us 
here today there has come about a greater revo- 
lution in the world of science and a closer 
inter-relationship between individuals and 
states than in all the ages before. We have 
passed from individualism to mutual depend- 
ence in the world at large. It will be impos- 
sible for the medical profession, though it may 
lag behind, not to be affected by this change. 
Changes and discoveries have occurred so rap- 
idly that many of them now appear as isolated 
and disconnected. It remains for that great 
Master, Time, to cut out the irrelevant ex- 
posures and present the finished picture as a 
continuous film in logical sequence for study 
by future generations. We have eaten of the 
fruit of the tree of knowledge. It remains for 
us and for future generations to show whether 
wisdom has lingered or knowledge has been 
wisely assimilated for the healing of nations. 
Increased knowledge has driven us from the 
Garden of Individualism and self-privilege to 
greater toil and labor for our fellow man. Let 
not the medical profession be led into false 
paths or caused vainly to attempt to stop the 
march of progress by walking delegates and 
self-constituted defenders with their bogus and 
alarming cries of state medicine. 

State medicine in the sense of community 
effort began centuries ago when the religious 
or secular arms of government established hos- 
pitals and quarantines, and at a later date hos- 
pitals for the mentally sick; and it is probably 
true that there was in the past no further ex- 
tension of this service, which great statesmen 
have declared to be the highest duty of gov- 
ernment, in part because of the lack of ap- 
preciation of its importance and in part be- 
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cause of ignorance of methods to be adopted. 
Nor was there the same necessity for commu- 
nity effort when people were more or less iso- 
lated, as in the present stage of community 
life and effort. 

The government, too, has shown its interest 
in the public health by throwing out safe- 
guards and prescribing higher qualifications 
and giving special privileges to those to whom 
it intrusts the medical care of the people, in 
such manner that these privileges become re- 
sponsibilities. The great question before us 
now, as I view the situation, is not whether 
the government, be it local, state or Federal, 
shall concern itself with the health of the peo- 
ple, but what shall be the relationship between 
the members of our profession who are di- 
rectly employed by the people, through their 
representatives, and those who are engaged in 
what is called mistakenly private medicine. | 
say mistakenly, because even in the most con- 
fidential relationship obtaining between the 
physician and patient, the physician is not act- 
ing solely as a private citizen but also as a 
licensed and privileged representative of the 
people as a whole. The death, invalidism or 
the continued good health and efficiency of the 
mother or breadwinner of a family, the ques- 
tion as to whether a child enters upon life a 
useless encumbrance or a useful addition to 
the state, are matters of concern not alone to 
the physician and the patient but to the com- 
munity at large as well. 

This is not the time or place for detailed 
statements as to the causes of the fact that the 
present condition of affairs is unsatisfactory 
both to the medical profession and the people. 
It is a matter of common knowledge on the one 
hand that a large proportion of the people 
are not getting the highest type of medical 
service; nor is this situation due to any lack 
of that generous service and charity which has 
been the glory of the medical profession from 
the beginning; neither does the average doc- 
tor have greater remuneration than just com- 
pensation for his long years of training. There 
is nothing peculiar in this situation—indi- 
vidual effort has given place to coordinated 
community effort in every other line of en- 
deavor. For instance, there are few of us who 
would abolish the public school or the govern- 
ment construction of roads or the regulation 
of transportation, or a wise regulation of foods 
and drugs, or government assistance to groups 
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or areas in time of emergency. What then 
shall be the relation between the profession 
and the public whom they serve? There is, 
I fancy, no question in the minds of any one 
that the prevention of the introduction and 
spread of the communicable diseases, the con- 
trol of water supplies, and other matters of 
sanitation of the environment, requires govern- 
ment control, nor is there, I imagine, opposi- 
tion to public control of the purity of biologic 
products and drugs, or that research can be 
done by government. There are those who 
would write the prescription, “Let the state 
take care of preventive medicine and the pri- 
vate practitioner of curative medicine.” Who 
of us is wise enough, in the light of present 
knowledge, to draw the line or even establish 
a twilight zone between the two? The prob- 
lem which must be solved is, shall the present 
conditions under which those who are unable 
to pay for adequate medical and _ hospital 
facilities and are dependent upon the charity 
of the private physician, and those who live 
in rural communities where no such service is 
available, continue without them, or shall there 
be a readjustment to conform to present ideals 
and conditions. That there will be a change 
I feel confident, indeed the change is rapidly 
being accomplished. 

It is, perhaps, inappropriate for me to ex- 
press an opinion regarding the remedies for 
present conditions, but there are certain funda- 
mental principles which may well be consid- 
ered in order to reach the goal of our profes- 
sion—which should be not only the lessening 
of suffering and death but the increase of hap- 
piness brought about by improved mental and 
physical health. 

The only sure foundation stone for the edifice 
of public health is the close and sympathetic 
association of enlightened, intelligent medical 
men in private practice with trained local 
health organizations, coordinated and assisted 
by a thoroughly organized state health de- 
partment provided with sufficient personnel 
and equipment to exercise those functions 
which cannot be carried on efficiently by local 
organizations. 

The functions of the Federal Government 
should properly be to carry on research through 
its Public Health organization in solving 
health problems of other than local interest, 
and to assist the states in times of emergency 
or during the period of development of their 
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state and local organizations. The problem 
may not be solved either by official or volun- 
tary effort directed exclusively towards one 
group, condition or disease, but rather by well 
developed and coordinated effort against all 
conditions which militate against good health. 
Nor is the problem to be solved by any written 
formula applicable to the country as a whole, 
but largely by the interested groups in each 
community meeting conditions peculiar to it- 
self as they may arise, in collaboration with 
state and national groups. 

It seems to me that many of the difficulties 
which are occurring between so-called organ- 
ized medicine and official and unofficial bodies 
interested in the health of the public, are due 
to a lack of control and mutual understanding 
of the motives and objects of the sound leaders 
on both sides. All of us who are worthy to 
be members of our splendid profession with 
its glorious history of self-sacrifice are working 
for the same object. There is too much sus- 
picion, too little real effort to cooperate. 
Keyes has written “Events march on to their 
conclusions undetermined by the gyrations of 
statesmen.” A change in the historic rela- 
tions between the medical profession and the 
public is taking place; let us who are best 
fitted by education, training and _ tradition 
guide and direct the change along wise paths, 
and not by withholding our guidance leave 
the future to more radical and less wise direc- 
tion. 

One of the most important duties which con- 
fronts the organized medical profession of this 
country today is to educate and stimulate the 
people to a realization of the importance of 
adequate and suitably trained local health or- 
ganizations. 

Virginia has been unusually fortunate in this 
respect. 

Few men in the light of experience now 
believe in the abolition of a trained armed 
service and placing entire dependence for the 
defense of the country upon an armed citizenry 
rising in time of stress. No less futile, it seems 
to me, is the proposal advanced that the public 
health of the country should be left to the 
medical societies alone. This is the day of 
specialties, and as the private practitioner must 
depend largely upon the aid of technicians, 
even in greater degree must the medical officer 
of health depend upon the sanitary engineer, 
the trained epidemiologist, the vital statisti- 
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cian, the public health nurse, and other arms 
of a trained regular health army. 

From the beginning of the settlement of this 
continent, Virginia has produced great leaders 
in times of stress and change, who have found 
the solution of the problems of the hour, and 
I am confident that in this day of changing 
relations between the medical profession and 
the public she will continue to produce with 
the aid of this state medical society, men able 
and equipped to solve her problems of the 
future. 





A STATE MENTAL HYGIENE PROGRAM.* 
By WILLIAM F. DREWRY, M. D., Richmond, Va. 
Tiretor of Bureau of Mental Hygiene, State Department of 
Public Welfare. 

Mens sana in corpore sano. 


Every physician is an observer and a student 
of human beings, the well and the ill and their 
behavior. I shall, therefore, attempt to pre- 
sent in this paper an outline of the background, 
the development, and the value to the indi- 
vidual and the state of this latest of the coun- 
try’s great public health organizations—men- 
tal hygiene. 

A program for mental hygiene should, I 
think, start with a scientific setting, conse- 
quently IT make my initial public effort, as the 
director of the Division of Mental Hygiene in 
the State Department of Public Welfare, be- 
fore this Society. 

The term mental! hygiene, which in recent 
years has come so much into use, is not a new 
one, either as an idea or a name. We find, for 
instance, in literature, “Mental Hygiene, or 
an Examination of the Intellect, etc.”, by Wil- 
liam Sweetser, a book published in 1843, and 
Dr. Isaac Ray published a book in 1863, en- 
titled “Mental Hygiene.” but within the past 
two or three decades it has become to be of 
greater significance, and has a new and broader 
interpretation. 

“By Mental Hygiene we mean,” to quote a 
distinguished authority, Dr. Frankwood FE. 
Williams, “mental health or the rules by which 
mental health may be maintained.” It is the 
science and practice of the preservation of 
mental health. Sound mental health is essen- 
tial to social and economic adjustment and to 
personal contentment and usefulness. Let a 
man’s. mind cease to function to a noticeable 
degree, he at once loses his social and finan- 





*Read before the sixtieth annual meeting of the Medical 
Society of Virginia, in Charlottesville, Va., October 22-24, 1929. 
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cial influence and prestige. To quote Herbert 
Spencer : 


“It is the mind that maketh good or ill, 
That maketh wretch or happy, rich or poor.” 


Indeed, the mind is the most complex thing 
in the world. Its derangement may at almost 
any time bring misery and chaos into the life 
of any individual. Hardly a family escapes 
so long as a generation without having one 
or more of its members become a victim of 
mental disease. 

The field of mental hygiene is especially pre- 
vention. While it primarily aims at preven- 
tion, it also has as an objective the maintenance 
of sound mental health, promotion of greater 
happiness, and development of more efficiency, 
The purpose of a mental hygiene program in 
a state is not only to effect in time an appre- 
ciable reduction in mental disorders and de- 
fect of every grade, but, also, by the appli- 
cation of mental hygiene principles and _pre- 
cepts, to reduce delinquency, crime, depend- 
ency, alcoholism, drug addiction, nervous in- 
validism and other undesirable conditions. 

The present day understanding of the in- 
sanities and the different grades of mental dis- 
orders is no longer limited to what is or was 
observed within the confines of the “cells” of 
a “lunatic asylum,” according to the old no- 
menclature, for various other 
normal behavior are embraced in the 
such as constitutional psychopathic 
psychoneuroses, border-line mental conditions, 
psychasthenia, alcoholic and drug addiction 
and others. 

While through the concerted action of phy- 
sicians and physical hygienists great progress 
has been made in the prevention, even the 
eradication of many physical diseases, espe- 
cially those of an infectious nature, the so- 
called germ diseases, no such progress has yet 
been made in respect to mental disorders and 
defects. This is probably due, in large mess: 
ure, to the fact that efforts at prevention were 
expended on the adult largely to the exclu- 
sion of the child, but it has now been recog- 
nized that “childhood is the golden period of 
mental hygiene.” 


sorts of ab- 
term, 


states, 


In the prevention of mental disease and de- 
fect much has been done by the general prac- 
titioner and public health official, for the rea- 
son that various physical conditions and pre- 
ventable diseases sometimes constitute etiologi- 
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cal factors in mental disease. In any state 
mental hygiene program, therefore, the active 
interest and participation of the departments 
of health, state and local, are of vital impor- 
tance. The past two or three decades espe- 
cially have witnessed such growth in psychia- 
try that it has taken its place as an important 
division of the practice of medicine and is now 
actively engaged in preventive medicine in the 
form of mental hygiene. 

The aim of mental hygiene is to ascertain 
hy a complete study of each patient the causes 
of his mental and emotional disturbances and 
his failures, and so the problems of human 
behavior come within the scope of its efforts. 
In doing this there is need to know as much 
as possible about the patient’s heredity, en- 
vironment, physical constitutional 
weakness, emotional upsets, personality traits 
and disorder of mental processes, that is, the 
entire patient—physically, mentally and emo- 
tionally, It strives also to promote the best 
methods of care and the most successful treat- 
ment of the patient at home and elsewhere. Dr. 
Linsly R, Williams. Director of the New York 
Academy of Medicine, speaks this way in 
reference to the whole patient: “Modern medi- 
cine is coming to emphasize the need for the 
pliysician to bear constantly in mind that the 
whole patient is sick; not merely the heart or 
the liver. In many instances, particularly in 
such diseases as tuberculosis, the emotional fac- 


disease, 


tors of the case are quite as important as the 
physical. Often the ability to change the men- 
tal attitude of the patient to himself and the 
world is more necessary than a knowledge of 
how to treat him for his ailment.” In _psy- 
chiatry not only the whole patient is studied, 
but his entire life history, and his family’s. 

A general campaign of prevention of men- 
tal and nervous diseases should be stimulated 
by the following statistical information, pub- 
lished or republished in some standard medi- 
cal and mental-hygiene journals. There are 
in the United States 6,852 hospitals that pro- 
vide 892,934 beds for all classes of patients. 
Of this number of beds 394,268, or more than 
'+ per cent., are for mental and nervous and 
feeble-minded patients. The average number 
of patients in institutions was 702,738, of 
which 369,035, or more than 52 per cent, were 
mental and nervous patients. The increase 
in the number in institutions for mental and 
nervous cases was 18 per cent in excess of that 
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for the general hospitals. One of 171 persons 
in the United States was a patient in a hos- 
pital of some kind. One of 325 persons was a 
patient in a hospital for mental and nervous 
diseases, which is a larger proportion than for 
any other group of institutions. 

It is estimated that there are 450,000 per- 
sons in the United States who are complete 
social liabilities because of mental disease; 
600.000 who have to be handled through courts, 
prisons and reformatories every year because 
of major crime; and more than a million who, 
because of their low intellectual endowments, 
are prevented from being social assets. ‘These 
groups are costing society millions of dollars 
every day, to say nothing of the waste of hu- 
man beings and their potentialities for con- 
structive contribution and of the unhappiness 
wrought upon others (Dr. George S. Steven- 
son, National Committee for Mental Hygiene.) 

In the face of the foregoing information 
relative to insanity and crime, is there any 
wonder that some authority has said, “The 
economic and human and medical problems in- 
cident to a large and increasing number of per- 
sons suffering from mental disorders are stu- 
pendous and tax the ingenuity of legislatures, 
administrators and scientists.” Yet, with all this 
array of statistics, it is doubtful that there has 
been any real great increase in insanity when 
we take into consideration the increase in the 
general population and the fact that. the hos- 
pitals for the mentally sick are not shunned 
as was formerly the case, and that the diag- 
nosis of mental disorder is not so restricted as 
it formerly was. Another factor to be con- 
sidered is the greater longevity of patients in 
the institutions due to improved personal care 
and generally better hospitalization. <A 
erettable thing, however, is that there has not, 
it seems, been any noticeable increase in the 
rate in mental cases. If, however, 
the modern trend towards men- 
tal hygiene and more extensive clinical serv- 
ice, especially in the early stages of mental 
disturbance, there should be a larger percent- 
age of recoveries. 


re- 


recovery 


we follow 


The present mental hygiene movement is an 
inspiring human story. The National Com- 
mittee for Mental Hygiene is sponsor, so to 
speak, of what has been done in the various 
states of this country, and it has also spread 
its activities and influence to European coun- 


tries. World-wide interest is indicated by the 
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fact that next May the International Congress 
for Mental Hygiene will meet in Washington, 
D. C. At the same time and place the Ameri- 
‘an’ Psychiatric Association, the American 
Association for the Study of the Feebleminded 
and the National Association for the Study of 
Epilepsy and Care of Epileptics, will hold 
their annual meetings. What an opportunity 
for Virginia doctors, psychologists and social 
workers. Clifford W. Beers, who had been in- 
sane and had regained his mental health, wrote 
a most interesting and inspiring book called 
“A Mind That Found Itself,” which led to the 
inauguration of the present mental hygiene 
movement, 

In mapping out a plan looking to an efli- 
cient. program for mental hygiene for a state, 
which, of course, should be more or less elastic 
and adaptable, we do well to have in mind the 
suggestions of Dr. George K. Pratt, of the 
National Committee for Mental Hygiene. 
Broadly speaking, there are, he says, two di- 
visions. The main function of one is educa- 
tional. This is usually a voluntary organ- 
ization, such as a state committee or society 
for mental hygiene. The other division is a 
statutory authorized state department or bu- 
reau having definite administrative powers. 
As a matter of experience, it has been found 
in some states, Virginia, for instance, that it 
is necessary and sometimes expedient and ad- 
yrantageous to have the two divisions combined 
in a state agency. But even under such cir- 
cumstances much of the educational work is 
conducted through a voluntary agency, such 
as the Conference of Social Work in this State. 


In a number of states mental hygiene so- 
cieties or committees render valuable service. 
It is one of the chief sources of information to 
the public. Such a society was organized sev- 
eral years ago in Virginia, but on account of 
the World War it did not function. It should 
be reorganized and, if active, it would be one 
of the State’s most useful voluntary agencies. 
The educational methods of a state mental 
hygiene program consist of dissemination of 
correct information through papers and talks 
before medical societies, civic organizations, 
schools, and other groups, publications in the 
medical and lay press, pamphlets and exhibits, 
such as the Department of Public Welfare had 
last August at the University, during the ses- 
sion of the Institute of Public Affairs, 

Teaching of psychiatry and mental hygiene 
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to medical students is the bedrock of an effi- 
cient state mental hygiene program for the 
reason that the relation of the general prac- 
titioner of medicine, especially the pediatrician, 
and the psychiatrist is, for obvious reasons, 
very close. While behavior disorders do not 
always have a medical aspect, in the case of 
defective children there is almost always a 
medical aspect. Every graduate nurse shoul 
also be required to include in her curriculum a 
reasonable amount of training in these subjects. 
The public health nurse, having a fair know]- 
edge of psychiatry and of mental hygiene prin- 
ciples, occupies a peculiarly strategic position 
in her territory. She has an unparelleled op- 
portunity in prevention of mental disorders. 
It is undeniable that the future of psychiatry 
lies in educational and clinical methods hav- 
ing as their main object prevention. The at- 
torney would certainly have a far better un- 
derstanding of medico-legal cases in which 
mental disease is an element if the law-schools 
gave a course in the subject. 

A child guidance clinic is an essential part 
in every state mental hygiene program. The 
function of such a clinic, whether central or 
mobile, is to make a complete examination of 
each individual child relative to his heredity. 
his physical condition, his environment, his 
social and economic status, his family situation, 
his various conflicts, his habits, his sex life, his 
difficulties, his reactions, his emotional make- 
up, his personality traits, his school life and 
progress, his attitude to others and himself, 
his intellectual level and his psychiatric trend 
or disorder. Based on the findings of such 
examination, investigation, personal study 
and analysis, appropriate physical treatment 
and correction of unfavorable situations are 
advised for the purpose of bringing about 
healthy conditions and harmonious adjust- 
ments. An effort is then made in guiding and 
training the child so as not only to prevent 
ultimate failure, but to develop the best that 
is in him, to the end that he may become a 
healthy, well-behaved and productive citizen. 
The successful operation of such a clinic re- 
quires technicians and specialists in various 
fields, such as social service, psychology, pediat- 
rics, general medicine, neurology and _ psy- 
chiatry. This significant language is used in 
one of the state mental hygiene bulletins: 
“Few psychoneurotic adults have had a happy, 
wholesome and normal childhood, and few 
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happy and wholesome children become psy- 
choneurotic later in life. Mistakes in the care 
of the mind of the child are more serious, as 
mental traits become firmly fixed at an early 
age.” The Commonwealth Fund is authority 
for the statement that there are now nearly 500 
such clinics in this country, distributed over 
thirty-one states. Last year more than 40,000 
children with all sorts of mental and nervous 
disorders and behavior problems passed 
through these clinics. 

There is no feature in a prevention program 
that is of more vital importance than out- and 
in-patient clinics in connection with the state 
institutions for mental and nervous patients. 
The clinics benefit not only the furloughed pa- 
tients, but serve the purpose of giving advice 
to others, particularly the border-line cases 
and patients with incipient mental symptoms. 
The value of social service, especially in con- 
nection with the state hospitals and their clin- 
ics is so obvious that discussion would seem to 
be unnecessary. Helping furloughed or dis- 
charged patients procure employment and giv- 
ing them advice relative to various other dif- 
ficulties with which they are confronted come 
within the scope of such work. Many cases re- 
quire medical supervision by physicians trained 
in dealing with mental disorders. Nothing to 
my mind would promote mental medicine and 
advance the interest of the state hospitals and 
do more to give the general practitioner a prac- 
tical knowledge of mental disorders than the 
more extensive use of these health centers— 
the state institutions for the insane, feeble- 
minded and epileptics, by having clinics there 
more frequently than is usually customary. 
Several states have such clinics, as above men- 
tioned, in successful operation. 

Psychiatric hospitals are being successfully 
operated in at least nine states; and psycho- 
pathic wards in at least twenty-six general 
hospitals have proven to be of particular value, 
especially in the treatment of mental cases in 
the incipient stages. Admission to psycho- 
pathic wards is for study, diagnosis and out- 
line of treatment. All cases come of course, 
voluntarily. and their stay should be limited 
to say thirty days. Psychiatric or mental hy- 
giene out-patient clinics in connection with 
general hospitals are of special educational 
and clinical value. Such clinics are operated 
to advantage in the hospital services of the 
medical schools of Virginia. 
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The prevention of feeble-mindedness and 
the control and care of the mental defectives 
constitute troublesome problems in every state. 
The committee on Cost of Medical Care in this 
country estimates the number of feeble-minded, 
imbeciles and idiots in the United States at 
over 900,000. 

Three methods as state measures of prevent- 
tion, control and care, have received study and 
consideration: namely, (1) segregation in in- 
stitutions; (2) community supervision, and 
(3) sterilization. Segregation cannot, on ac- 
count of the great public expense, be carried 
out to a more than comparatively limited ex- 
tent. Some authorities have advocated, not 
without good reasoning, the segregation in in- 
stitutions of only the lower grade of feeble- 
minded and idiots, and the morons, who are 
frequently delinquent or criminal, leaving the 
rest in the community under official supervision 
of some state agency. Dr. William A. White 
says, in his Lecture in Psychiatry: “I have 
been convinced for a long time that the feeble- 
minded could be industrialized in our large in- 
dustrial centers, with great profit to themselves 
and to the community at large, provided, of 
course, that they were properly supervised as 
they would be in an institution.” Application 
of sterilization under expert medical and sur- 
gical service and careful legal restrictions and 
safeguard, chiefly with the view, however. of 
eventually reducing the number of defectives 
and dependents, has advocates in several of 
the states. The law in Virginia is applicable 
to certain patients in the institutions for the 
insane, feeble-minded and epileptic. 

The mentally defective and the problem 
children in school are entitled to a place in 
a state mental hygiene plan and have in many 
states. with the object of making them of as 
much economic use as attainable for them and 
preventing them from developing into depen- 
dents and delinquents, social and psychiatric 
problems. Such children should have adequate 
training, especially along manual, industrial 
and vocational lines, commensurate with their 
several abilities. The schools, therefore, are 
in position to render great public service to 
these children and to the community gener- 
ally. Routine mental tests of school children, 
especially those whose mentality is questioned, 
are as important as physical examination, yet 
the mental status of the child is often entirely 
over-looked until it becomes a heavy burden 
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or a menace, or gets into court. Psychologists 
and visiting teachers constitute an essential 
part of the personnel equipment of an efficient 
public school system. 

Mental disease being unquestionably a fac- 
tor in many crimes, psychiatrists should always 
be available for service to courts in all doubt- 
ful cases, and especially in major crimes. The 
Juvenile Courts should have the advantage of 
the services of psychiatrists for a great major- 
ity of juvenile offenders. In some states, nota- 
bly Massachusetts, very advanced steps have 
heen made along the line of psychiatric ex- 
aminations of persons charged with major 
crime. In Colorado all persons charged with 
crime, making a plea of insanity, are com- 
mitted to the State Hospital for observation 
and study. The Virginia law relative to such 
cases meets the scientific requirements pretty 
well, but [ would recommend some improve- 
ment in the law. 

There is also need for psychological and psy- 
chiatric services in all prisons and industrial 
schools or reformatories. There is particu- 
larly a field of usefulness for the psychiatric 
social worker in making investigations of the 
background, social and economic, and the per- 
sonality traits and mental abnormalities of 
convicts and juvenile delinquents and tracing 
any relation that may exist between the adult 
prisoner’s childhood situations and maladjust- 
ments and his subsequent criminal course. 
Such investigations would, I believe, reveal 
some most interesting and important infor- 
mation bearing on the causes and prevention 
of crime. 

The demonstration mental clinic at meet- 
ings of medical societies is of special value in 
giving medical practitioners a more intimate 
knowledge of various forms of mental dis- 
ase and defect, their origin, development and 
termination, and how best to treat and deal 
with them. Such clinics have been held in 
some of the states and this year have been 
held in this state. They should in future be 
more frequently on the programs of State and 
local societies. 

Virginia is speeding up its progressive 
march in public welfare generally to keep step 
with its material advancement. It has on 
hand a big mental hygiene problem to the 
solution of which much thought has been giv- 
en. With the new century, new interests and 
new activities came, especially in social prob- 
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lems. The State Conference of Charities and 
Correction, now the State Conference of Social 
Work, organized in 1900, by a small group of 
men, initiated a progressive program relative 
to the various social problems—insanity, fee- 
ble-mindedness, epilepsy, delinquency, crime 
and dependency in which individual and pub- 
lic welfare were concerned. Gradually many 
others joined the movement. This new in- 
terest and a better knowledge of the situa- 
tion led to appropriate legislation and bette: 
care and improved treatment of the state’s 
wards, and ultimately to the present organized 
state welfare work, including the division ot! 
mental hygiene. 

With the advent, in 1908, of the State Board 
of Charities and Correction, which has cd 
veloped into the State Department of. Public 
Welfare, there was a de‘nite awakening in 
state-wide social welfare. The legislative bil! 
creating this board was, strange as it may now 
seem, vigorously opposed by some, but those 
who were working for better things in Virginia 
succeeded. The colony for epileptics was esta! 
lished in 1908, after earnest effort for sixteen 
years by a small group. Special interest was 
aroused in the feeble-minded, resulting in a 
comprehensive survey and a very informative 
report of the situation in the State in L916. 
This splendid work under the general direc- 
tion of the Board of Charities and Correction, 
Dr. J. T. Mastin, its able executive secretary, 
having entire charge of this public service, 
and his subsequent accomplishments, are well 
known. The colonies for the feeble-minded 
were established in 1912, on a meager appro 
priation of 315.000. The board initiated in 
1912 humane work among children by remoy- 
ing them from jails and almshouses and plac- 
ing them in homes, and in 1914 the legislature 
enacted laws relative to the board’s authority 
and duty in the matter. More interest in the 
child’s personal life, and study of his home 
conditions, his habits and handicaps resulted. 
Steps were taken in 1914 and efforts continued 
to create a State Commission on mental health. 
The legislature in 1922 authorized such a body, 
but failed to make the necessary appropriation 
to carry out its purposes. Yet something was 
accomplished in the way of education and cre- 
ating favorable public opinion. Finally, with 
a fairly good educational background and sup 
ported by those who were especially but un- 
selfishly interested and had fair knowledge of 
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conditions in the State, action was taken. In 
the Children’s Bureau, a division of the De- 
partment of Public Welfare, established in 
1922, were initiated steps in connection with 
the study and treatment of children committed 
by the juvenile courts. 

The first definite accomplishment of a per- 
manent nature in organized mental hygiene 
in the State was the Richmond Children’s 
Memorial Clinic, started in August, 1924. This 
child guidance clinic began its operation un- 
der the joint financial support of the city gov- 
ernment, the city public school board, the Me- 
Guire Newton Fund, the State, and the Com- 
Fund. It received for study all 
the children committed by the juvenile court 
of Richmond, those referred by the public 
schools, and also those committed by the 
courts, to the State Department of Public Wel- 
fare, until it established its own clinic last fall. 
The Children’s Memorial Clinic, now under the 
direction of Dr. Harvey DeJ. Coghill, a well- 
trained psychologist and psychiatrist, and the 
State Mental Hygiene Clinic work in close 
unison and are mutually helpful. 

Some facts relative to the present situation 
in Virginia will, I believe, interest the physi- 
cians of the State, and create further in their 
minds a realization of the need of a more vig- 
orous campaign for the prevention of mental 
and nervous diseases. The data is interesting 
and significant: In January, 1923, for in- 
stance, there were actually in all the State in- 
stitutions for the mentally sick 5,566 patients 
and 895 on furlough, or a total of 6461. July 
|, 1929, there were actually in those institu- 
tions 7.271 (4,817 white, and 2,454 colored), 
or a total increase of 1,705; 1,720 were on fur- 
lough, or 825 more than about seven years pre- 
viously. The total number on the registers of 
the five institutions for the insane, feeble- 
minded and epileptics was 8,991, or an increase 
of 2,530 in that time. During the past year 
2005 cases were admited, as against 1,676 in 
1922. It is interesting to note that fifteen 
years ago there were under care in these in- 
stitutions only 4,853. The total number of 
patients under institutional care and super- 
vision, that is, in the institutions and on 
parole, the past fiscal year, Al- 
though the institutions are crowded, no insane 
are kept in jails except for very brief periods, 
but even this is not to be approved. ‘Tem- 
porary hospital service or other proper means 


was 10,507. 
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of care should be provided for cases pending 
their legal commitment, except in especially 
disturbed and destructive cases. The State, 
howeyer, already provides for emergency com- 
mitment to the State hospitals. 

The following figures indicate what a heavy 
load the state is now carrying on account of 
mental disorders: Appropriated for mainte- 
nance and additional buildings and _ other 
permanent improvements and equipment for 
all the institutions for two fiscal years ending 
February 28, 1930, is the sum of $2,977.395. 
This does not include special revenues, such.as 
those coming from pay patients, United States 
Veteran’s Bureau, ete. For similar purposes, 
for two years ending February 28, 1914, the 
amount appropriated only $1,290,185. 
But call back to 1900: There were 2,820 pa- 
tients in the hospitals, but about 400 certified 
cases had been left in jails. The total appro- 
priations for two years was $610,000, and 
$40,000 appropriated to care for “lunatics in 
jail.” 


was 


There is ample evidence that the public con- 
science has been touched and that the State 
Government is more liberal than it formerly 
was towards its defective and dependent citi- 
zens. This is as it should be. The Governor 
of the State has for the past several years been 
especially concerned in the welfare of our men- 
tal unfortunates. This attitude is reflected in 
the foregoing figures and in the recent en- 
largement and good physical condition of the 
several hospitals. But the State should do 
more, and doubtless will. States, as well as 
nations, are never impoverished by the munifi- 
cence of their charities. 

Our State institutions have, notwithstand- 
ing their lack of sufficient funds in years gone 
by, done excellent work. It would be especially 
informative and interesting to review in this 
paper the splendid accomplishments in the de- 
velopment of the state care of the insane, the 
feeble-minded and the epileptic, and in the 
enactment of modern legislation, especially 
during the past thirty years, but the purposes 
of this paper are to deal with present condi- 
tions and needs and suggest at least a partial 
program for the future, dealing particularly 
with prevention. It is undeniably true that 
our institutions are rendering excellent public 
service and attaining good results, neverthe- 
less the medical and probably the dental staffs 
are too small and the scientific equipment in- 
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sufficient to meet adequately the requirement 
of the highest medical standard; and the corps 
of graduate nurses is very much smaller than 
such hospitals should have in order to give 
good nursing service. The mentally sick are 
entitled to the very best care and treatment a 
State can afford to give them, and medical 
work and nursing occupy the foremost places. 
The mentally defective constitutes our present 
most pressing difficult problem. The Gover- 
nor and the Commissioner of Public Welfare 
are favorable to the enlargement of the colo- 
nies for the feeble-minded and epileptics to the 
extent of not less than 250 beds. 

The Virginia Bureau of Mental Hygiene 
and its work and plans should be of much pub- 
lic interest, especially to physicians. It is a new 
division of the State Department of Public 
Welfare. Its establishment was made possible 
by the progressiveness of Governor Byrd and 
by the support of the State government, sup- 
plemented by a liberal grant from the Com- 
monwealth Fund. With intelligent understand- 
ing of the situation in the State relative to the 
need of prevention, supplemented by his usual 
activity in accomplishing things worth while 
in the field of public welfare, Frank Bane, 
Commissioner of Public Welfare, succeeded in 
establishing and organizing the Bureau this 
year with adequate personnel to conduct a 


developing mental hygiene program. The 
personnel of the Bureau consists of a di- 


rector and chief executive, who is a psychiat- 
rist, a director of the Child Guidance Clinic, 
who is also a psychiatrist, two psychologists, 
two psychiatric social workers, and sufficient 
clerical force. In addition, a distinguished 
psychiatrist is consultant. 

The Bureau cannot hope for some time to 
accomplish more than a comparatively small 
part of a comprehensive task, such as I have 
outlined as a general state program. It has, 
however, at present a few de inite objectives. 
It desires to carry out gradually a plan of edu- 
cation, and, in doing so, recognizes that the 
assistance and cooperation of physicians, health 
officers, social workers, teachers, ministers, 
courts, the medical and lay press, civic clubs, 
radio and other agencies are necessary. In 
carrying out the educational feature it con- 
templates enlisting the services of a group of 
especially well qualified individuals, including, 
of course, physicians. There is available an 
enormous amount of literature, both scientific 
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and popular, giving an immense impetus to 
the general interest in problems of the mind. 
The Bureau has already initiated a small ref- 
erence library which will be enlarged as rapid- 
ly as means are available. It hopes to become 
a center of much information relative to the 
insane, mentally defectives, and delinquents. 

The State Mental Hygiene Clinic, having 
its headquarters at Richmond, is an impor- 
tant work of the Bureau. It examines and 
makes careful physical, psychological, social 
and psychiatric study of all the children com- 
mitted by the courts to the Department 
of Public Welfare, numbering about 650 
a year. Patients needing physical treatment 
are referred to the several out-patient clinics 
of the Medical College of Virginia. The 
Bureau provides travelling or mobile clinics 
equipped with qualified personnel, consisting 
of a psychiatrist, a psychologist and a social 
worker, for any city or locality, through re- 
quest of authorized health departments, social 
agencies, school authorities and other recog- 
nized organizations. It has already begun this 
service in three cities and is planning to go 
to another in the near future. Because the 
organization of the Bureau was not completed 
until very recently, these activities were in a 
measure deferred. All cases referred to the 
clinic must have previously had physical ex- 
aminations, and every one must be recom- 
mended or approved by a regular physician, 
who is interested, preferably the family phy- 
sician. 

The Bureau, being desirous of serving the 
State as well as possible, will, as far as its or- 
ganization and resources permit, accept for ex- 
amination and study by its clinics, some 
special problem cases referred to it by physi- 
cians, social agencies, and children’s institu- 
tions, and will likewise make, as far as prac- 
ticable, psychiatric and psychological surveys 
of children’s institutions. It will aid, on re- 
quest of proper authorities, in promoting men- 
tal hygiene in the public schools. The bureau 
has already been of service in connection with 
investigations of persons charged with or con- 
victed of crime, and will enlarge its useful- 
ness in that field when it has sufficient per- 
sonnel to justify it. 

Believing that one of the most efficient 
sources for prevention is to be found in 
properly conducted out-patient clinics, the 
bureau will promote in every way possible 
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psychiatric clinics in connection with the state 
hospitals as well as general hospitals. It will 
also especially aid in promoting psychiatric 
social service at the State hospitals, or in con- 
nection with patients on furlough from in- 
stitutions. A social service follow-up system 
for paroled patients, now numbering about 
1.700, would be a means not only of prevent- 
ing, in many instances, relapses of mental dis- 
turbances, but would be a method of spread- 
ing the knowledge of mental hygiene through- 
out the State. Its social and economic value 
would be significant. Efforts were inaugu- 
rated in Virginia in 1915 in which the medi- 
cal officers of the State institutions partici- 
pated, relative to social service.* 

The Bureau and the entire Department of 
Public Welfare most earnestly advocate psy- 
chopathic hospitals and psychopathic wards in 
connection with general hospitals, either as a 
separate State unit of the Department of Pub- 
lic Welfare, or as a part of the hospital sys- 
tem of the medical schools. This would be 
one of the most advanced steps that could be 
made in psychiatry and mental hygiene. The 
University of Virginia medical school has re- 
cently taken steps looking to the establish- 
ment of such a unit. 

The psychiatric service at the penitentiary, 
initiated several years ago, should be en- 
larged so as to have a whole-time psychiatrist 
and a psychologist, and similar service should 
be provided at the industrial schools. To this 
should be added adequate social service. A fol- 
low-up system with discharged convicts would 
undoubtedly help to prevent recurrences of 
crimes, especially in those having a low men- 
tality. The social history of every convict 
should be thoroughly studied so as to ascertain 
his childhood make-up, family and _ personal 
background, and study these in relation to his 
subsequent criminal conduct. The Governor's 
Mental Hygiene Advisory Board which began 
to function in 1918 has rendered good service 
at the penitentiary. 

From the history of the splendid achieve- 
ments in the prevention of the physical dis- 
eases by the Virginia Department of Public 
Health and the State Tuberculosis Association, 
the Bureau of Mental Hygiene gets inspiration 
and encouragement. It hopes and expects to 
be of value to the State in the field in which it 
" *§ocial Service Among the Insane, and Its Value in the Pre- 


vention of Insanity, by W. F. Drewry, M. D., Virginia Medical 
Monthly, April 9, 1915. 
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has undertaken to work. Let us as physicians 
and humanitarians think seriously on the 
problems incident to the human mind, and set 
about earnestly in a constructive way in try- 
ing to find a solution, certainly to the end that 
mental disease and defect, crime and delin- 
quency and their consequences, may be 
duced. 

In closing this presentation of a subject that 
cannot fail to interest and appeal especially to 
physicians, the guardians of the people’s health, 
I feel that I can not do better than quote the 
language of a very distinguished physician 
and mental hygienist, Dr. Lewellys F. Barker, 
of Baltimore: “A campaign for mental 
hygiene is a continuous effort directed towards 
conserving and improving the mind of the 
people; in other words, a systematic attempt 
to secure human brains so naturally endowed 
and so nurtured that people will think better, 
feel better, act better, than they do now.” 


re- 


“Who dream shall live, and if we do not dream, 
Then we shall build no temples unto time”’ 





DISCUSSION. 


Dr. JAMES K. HALL, Richmond, Va.: The recog- 
nition of mentai disorder as a disease is of recent 
origin. The development of the hospital for the 
diagnosis and the treatment of mental abnormali- 


ties dates back only to yesterday or the day before. 
Until recently the physical being has been looked 
upon, even by medical men, as one entity, and the 
mind as a separate entity. Each has been thought 
to exist and to function more or less independently 
of the other. Now we know that such a conception 
has been wrong. Now we know that the mind is as 
old, speaking historically and biologically, as the 
body. Now we know that physical functions and 
mental states are so closely coordinated and so mu- 
tually dependent and influential that what affects 
the one adversely affects also the other adversely. 
Now we know that a human being is a unified or- 
ganism. Regardless of what the origin and the basic 
quality of the mind may be we know that it is 
that quality by means of which a human being ad- 
justs himself, consciously or unconsciously, to his 
environment. It is that attribute through which 
one is enabled to have l'fe more abundantly. The 
study of the mind out of order constitutes psychia- 
try. The condition is probably as old as the human 
race, although the referring term is new. David 
either had an attack of acute mania, or else he had 
observed mania in another keenly enough to enable 
him to simulate it. At any rate, David's behavior 
in an emergency was so strange that his pursuers 
reported him to be insane. And the condition, 
whether feigned or real, served the purpose of sav- 
ing him from his enemies. 

Laws prevail in the dominion of the mental just 
as they prevail in the domain of the physical. Vio- 
lations, consc'ous or unconscious, of the laws of 
health result in disease. That statement holds 
whether the violation be within the sphere of the 
psyche or within the region of the physical being. 
We are beginning to find out that recovery from 
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mental dysfunction occurs about as frequently as 
recovery from serious physical disorder. Disease 
in the one domain is about as susceptible to treat- 
ment as disease in the other domain. And if perma- 
nent disorder must prevail it is better that it should 
hinder the body rather than handicap the mind. It 
is written that as a man thinketh, so is he. Man 
by his wit is constantly making possible energy- 
systems much more powerful than his own muscular 
machine. Motors and engines and water-wheels are 
better sources of power than the human body, or 
the muscular strength of any number of beasts. 
But man can devise no satisfactory substitute for 
his own mentality. The hope of mankind and the 
progress of the race lie in the integrity of man’s 
mind. No other possession is so intimate and so 
individualistic as one’s own mind. No other at- 
tribute is so consequential as one’s state of mind. 
If one’s mental condition is wholesome nothing else 
can matter much. 

The function of mental hygiene is to enable man 
to bring his mind up to the highest level of de- 
velopment, to teach him how to preserve and pro- 
tect it, and how to deal with the mind in its states 
of sickness. 

In this Commonwealth of Virginia all conduct dis- 
orders of sufficient consequence to cause them to be 
noticed by the law are cared for in a general way 
in institutions that operate under the auspices of 
the State’s Department of Public Welfare. In this 
Department a Bureau of Mental Hygiene has been 
set up. Dr. W. F. Drewry has been placed in charge 
of this Bureau. He has just been telling us what 
this Bureau intends to undertake in an effort to 
help the physicians of the state with those indi- 
viduals who are having difficulties in their own 
mental lives. The Bureau is anxious to help the 
efficient to become more efficient, it is equally as 
anxious to help the inefficient to become more ade- 
quate, and it is even more concerned in helping 
the mentally sick to be well again. And these are 
not vain hopes. Certainly a mind diseased can be 
ministered unto, and often it can be made whole 
and happy again. Dr. Drewry is known to you bet- 
ter perhaps than any other doctor in the State So- 
ciety. He is nationally recognized as a psychiatrist 
of great acumen. He means as much to the welfare 
of the citizenship of this state as any other man in 
Virginia. I am certain that I am justified in assur- 
ing him of the hearty support of this organization 
and of every individual member of it in his high 
undertaking. 


RESOLUTIONS. 

The following resolutions were adopted by the 
House of Delegates of the Medical Society of Vir- 
ginia at its annual meeting in Charlottesville, Octo- 
ber 22-24, 1929: 

Wuereas, The problem of the mentally ill and 
defective seems to be coming more serious from a 
medical as well as an economic standpoint; and 

WHEREAS, The prevention of mental disease and 
defect is of vital importance to the State; and 

WHEREAS, Mental hygiene is a problem, the solu- 
tion of which is primarily a medical function. 
Therefore, be it 

Resolved, That the Medical Society of Virginia ap- 
proves most heartily the recent activities in the 
State looking to the development of a comprehensive 
mental hygiene program, which has as its main pur- 
pose the prevention of mental disorders and de- 
fects; 

That it commends the extensive structural addi- 
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tions and the various material improvements that 
have been made, especially in recent years, at the 
several State institutions for the insane, feeble- 
minded and epileptic; 

That this Society calls especial attention, with ap- 
proval, to the recommendations of the hospital 
authorities relative to increasing the medical and 
nursing staffs to the end that these institutions may 
be in a better position to become centers of scientific 
mental medicine; 

That the State hospitals and colonies be thoroughly 
equipped with all modern facilities needed in the 
proper care and effective treatment of their insane, 
feeble-minded and epileptic patients; 

That means be provided so that the patients in 
these institutions may be furnished with the most 
approved dietary—so essential to their well-being 
and recovery; 

That this Society emphasizes the great need in 
this State for very material enlargement of the 
colonies for the feeble-minded and epileptic; 

That the State make sufficient enlargement of the 
hospitals so as to provide ample accommodations 
for all the insane needing hospital care and treat- 
ment; 

That this Society earnestly recommends to His 
Excellency, the Governor, and to the Legislature to 
provide sufficient appropriations to enable these 
State institutions to measure up to the standard of 
the best State institutions in the country; and to 
maintain an efficient mental hygiene program look- 
ing to the prevention of mental disorders and de- 
fects and delinquency; and 

That this Society heartily recommends the estab- 
lishment of a chair of psychiatry in each of the 
medical schools of the State. 





THE PROBLEM OF CORONARY 
DISEASE.* 


By J, MORRISON HUTCHESON, M. D., Richmond, Va. 
During the past decade there has been evi- 


dent a rapidly growing interest in the clini- 
cal aspects of coronary disease, a subject that 
formerly belonged almost exclusively to the 
pathologist. As a result of more critical study, 
the importance of obliterative lesions in the 
coronary circulation has been recognized and 
their significance more clearly appreciated. 
This advance in knowledge centers about the 
classical description of acute coronary throm- 
bosis given by Herrick, but it has also become 
apparent that in many instances even acute 
occlusion fails to produce this picture and that 
atypical or occult coronary disease is ex- 
tremely common. Such cases with mild or 
atypical symptoms, masquerading as indiges- 
tion, angina, myocarditis, cardiac dilatation 
or arrhythmia, furnish to the clinician the 
real problem of coronary disease. 

While our knowledge of the coronary cir- 
culation in its relation to cardiac physiology 
and pathology is far from complete, certain 





*Read by title before the sixtieth annual meeting of the 
Sr ge Society of Virginia, in Charlottesville, Va., October 
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facts of fundamental importance have been 
clearly established. Chief among these is the 
discovery that the coronaries are not end 
arteries as was formerly thought, but that 
they do have anastomoses and can establish 
an efficient collateral circulation. The work 
of Gross and others has emphasized this fact 
and also that the capacity for anastomoses 
varies in different individuals and at different 
periods of life. Furthermore, from careful 
correlation of clinical and autopsy findings, 
it has been learned and is now generally ap- 
preciated that cases of acute thrombosis de- 
velop a picture easily recognized at the bed- 
side; that many of these cases survive the at- 
tack and that they may even regain a good de- 
cree of cardiac function. Moreover, it has 
been shown, both from experimental ligation 
of the coronaries and from the study of pa- 
tients, that damage to the cardiac circulation 
produces changes in the electrocardiogram that 
are often of the greatest diagnostic signifi- 
cance. 

The cause of coronary disease is that of de- 
generative changes in the vascular system gen- 
erally. While infection may play a part in 
certain cases, as when syphilis involves the root 
of the aorta, there is little proof that previous 
carditis or focal infections are important etio- 
logical factors. Other supposed causes, such 
as tobacco, diet and strenuous living, are like- 
wise of doubtful significance. From the evi- 
dence now at hand, it appears that coronary 
changes are for the most part arteriosclerotic 
and represent one important phase of the aging 
process to which all living things are subject. 
The age incidence is that of arteriosclerosis, 
most cases occurring in individuals past forty, 
but occasionally one encounters an advanced 
degree of coronary sclerosis in a surprisingly 
youthful person. 

The symptoms resulting from coronary oc- 
clusion are variable and depend chiefly upon: 
(1) the size of the vessel occluded, (2) the 
rapidity of closure, (3) the condition of the 
remaining coronary .vessels as regards their 
‘apacity for collateral circulation. The clini- 
‘al picture so well described in recent years 
by Herrick and others and now readily recog- 
nized by most physicians probably appears in 
the majority of patients who suffer a sudden 
occlusion of a coronary branch of considerable 
size. There is severe pain, precordial, sub- 
sternal or epigastric, unrelieved by rest or 
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nitrites, circulatory collapse and, as a rule, 
fever with leucocytosis. In most instances, 
pain dominates the picture, but quite often 
it is insignificant or absent and sudden heart 
failure is the outstanding feature. At times 
death is instantaneous without pain, while 
mild cases undoubtedly occur in which recog- 
nition of the true condition is impossible. In 
arriving at a diagnosis, too much emphasis 
‘cannot be placed upon the presence or absence 
of any one symptom or sign. The blood pres- 
sure may show very little variation; breathing 
may be surprisingly comfortable; fever or leu- 
cocytosis may be missed as they often appear 
for a brief period. A friction rub has, in 
my experience, been relatively uncommon. 
Where the occlusion is gradual and collateral 
circulation good, numerous large infarcts may 
be produced with no signs except slowly dimin- 
ishing cardiac reserve. 

In the study of doubtful cases the electro- 
cardiogram is of the greatest assistance. The 
changes produced in the record are easily 
recognized and so characteristic that, when 
they are found in patients with only a sugges- 
tive history, they may be regarded as speak- 
ing strongly for coronary disease. ‘These 
changes, however, sometimes persist for a short 
space of time and may be missed unless records 
are taken at frequent intervals, beginning soon 
after the attack, a procedure that is rarely 
practicable. Barnes has recently stated that, 
from the electrocardiographic studies in pa- 
tients with infarction and coming later to 
autopsy, he has been able to locate the point 
of infarction with a high degree of accuracy. 

How to differentiate between angina pec- 
toris and coronary disease is often a difficult 


problem. After all, attacks of angina may 
represent temporary coronary closure or 
permanent occlusion of small branches, It is 


well known that patients with clinical angina 
frequently develop recognizable coronary dis- 
ease sooner or later and that they usually show 
evidence of it at autopsy, though the mani- 
festations of thrombosis may have been en- 
tirely lacking. Cardiac pain always suggests 
coronary disease as a likely explanation and 
one that can rarely be easily dismissed. While 
we should probably do well to abandon alto- 
gether the practice of diagnosing angina, cer- 
tainly the significance of the syndrome should 
be determined from an objective examination 
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of the patient and not alone on the character 
of the pain. 


From experience heretofore recorded in the 
literature, it appears that more than half the 
patients who suffer coronary thrombosis suc- 
cumb in or soon after the attack. This is 
doubtless true of the severe and easily recog- 
nizable cases. But it is also true that many 
cases are not recognized, as evidenced by the 
frequency with which infarction has been an 
unexpected autopsy finding and the common 
occurrence of fibrotic changes, the end result 
of multiple occlusion of smaller coronary 
branches. It would seem, therefore, that if 
the milder cases were included, the immediate 
mortality would be much lower than it now 
seems to be. 


and 
cir- 


When we realize that recovery is likely 
that it depends upon reestablishment of 
culation through collateral anastomoses, the 
importance of the recognition of coronary ac- 
cidents becomes obvious. The period immedi- 
ately following thrombosis is a most critical 
one for the heart and it behooves us to see 
that no chances for recovery are lost through 
unwise or over-energetic treatment. A few 
case histories will illustrate some of the varia- 
tions in the picture that are commonly met 
with. 


Case I. Suppen Hearr Famvurr, Wrru 
FiprisnatioN ANpD Wrrnovr Pan 


A white male, clerk, aged forty-one, previ- 
ously in good health, suddenly developed ir- 
regular heart action and shortness of breath. 
These symptoms increased in spite of a month’s 
bed rest and later the feet began to swell. 
Examination six months after the onset of 
symptoms showed normal blood jrressure, 
moderate sclerosis of peripheral vessels, slight 
cardiac enlargement and auricular fibrilla- 
tion. Electrocardiogram done at this time 
showed no signi%cant changes except the 
fibrillation. Response to treatment was poor, 
congestive failure continued, hemiplegia de- 
veloped probably due to embolism, and death 
occurred one year later. There had been no 
pain at any time. Autopsy showed a rather 
large heart with an organized clot in the right 
auricular appendage and right ventricle. The 
right main coronary was sclerotic and was 
blocked by a long tough thrombus. The valves 
were normal. 
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Case II. Suppen Hearr Iarcure, Pars 

INSIGNIFICANT 

A married woman aged fifty-six consulted 
me on account of dyspnea on exertion and sore 
ness over the upper abdomen. Except fo: 
nervousness, she had always been well and 
unusually active. Two months previously, 
while digging in her garden, she had experi 
enced a rather sharp precordial pain lastiny 
only a few minutes and relieved by rest, but 
following it she was definitely short of breath. 
A week later she had another pain of brief 
duration, coming on exertion and relieved by 
rest, but noticed later that she was more 
dyspneic and sore over the upper abdomen. 
A week’s rest and the administration of 16 
grains of digitalis leaf had relieved her 
greatly. Examination showed a blood pres- 
sure of 130/84 with alternation. The heart 
was definitely enlarged with rate of 80 per 
minute, gallop rhythm and a systolie murmur 
at the apex. Moist rales were heard at the 
lung bases ,the liver was somewhat enlarged 
and quite tender. The electrocardiogram re- 
vealed normal rhythm and A-V conduction, 
T-wave inverted in leads II and III, main 


ventricular deflection wide and notched 
throughout, left ventricular preponderance. 


It was believed that she had suffered a coro- 
nary accident and advice was given accord- 
ingly. Death occurred suddenly one week later 
without pain. No autopsy was done. 

I have seen several patients with a history 
of angina of effort, with or without other evi- 
dence pointing to coronary disease, in whom 
death was instantaneous and without pain. 
Just what the manner of death is, is an inter- 
esting speculation which even the finding of 
thrombosis at autopsy does not settle. Rup- 
ture of the heart, embolus in the pulmonary 
artery, heart block, vagus inhibition and ven- 
tricular fibrillation are possible explanations. 
Of these, fibrillation of the ventricle seems 
most satisfactory as it is more in keeping with 
the clinical picture and has been shown to oc- 
cur soon after experimental coronary ligation. 


Case III. Arracks or Anotna TerMiInatine 
tn Farat THromnosis. 

A farmer of sixty-six complained of pain 
in the left chest, radiating to the arm as far 
as the elbow. He was sure that it had occurred 
off and on for twenty years but had become 
much more frequent and severe. Attacks were 


induced by slight exertion or by eating and 
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always relieved by rest and_ nitroglycerin. 
Three weeks’ rest in bed had resulted in little 
or no improvement, Examination showed a 
spare, muscular man with general arterio- 
sclerosis of moderate degree. The blood pres- 
sure was 114/80, the heart not enlarged, 
rhythm normal, no murmurs. The electro- 
cardiogram revealed an inversion of the T- 
wave in lead I and left ventricular prepon- 
derance. After two weeks of observation and 
treatment there was no appreciable improve- 
ment, as pain resulted from the least exertion 
and nitroglycerine was required five or six 
times a day. The patient was afraid to eat 
or move around and, as his condition was so 
miserable, paravertebral injection with alco- 
hol of the first five dorsal roots on the left 
was done. There was prompt relief of the 
paroxysmal pain but within a week a dull, 
constant ache appeared over the precordium, 
worse on exertion and not so well relieved by 
nitrites as the paroxysms. Eight days after 
the injection there was a terrific attack of sub- 
sternal pain, with dyspnea, ashen complexion 
and falling blood pressure and death within 
eight hours. During the attack a pericardial 
friction was heard for the first time. Autopsy 
revealed a small amount of slightly turbid 
fluid in the pericardial sac, and there were 
several patches of superficial pericarditis. A 
number of old infarcts were seen on the heart’s 
surface and the left main coronary was blocked 
by what appeared to be a recent clot. 


Caste IV. Patn Suceestine Sureicat Lesion 
or Appomen. Coronary THromposis tN 
Patient or THirry 

A white male bookkeeper of thirty was ad- 
mitted to the surgical service of the Johnston- 
Willis Hospital, suffering from epigastric 
pain. He was acutely ill and the question of 
a perforated peptic ulcer had been considered. 
He stated that his blood pressure had been 
found high eighteen months previously, but 
otherwise he had been-in good health. Nine 
days before entering the hospital he had been 
suddenly seized with rather severe epigastric 
pain that did not radiate, nausea and vomit- 
ing and intense soreness over the entire upper 
abdomen. For several days there had been in- 
creasing shortness of breath. 

Examination showed a well-developed young 
man with pale complexion and obvious dysp- 
nea. The pulse was rapid and regular, blood 
pressure 218/142. There was an advanced de- 
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gree of sclerosis of the retinal vessels, the 
radials were moderately thick. The heart was 
markedly large with gallop rhythm, accentu- 
ated second aortic and no murmurs. There 
were numerous moist rales over the lung bases, 
the liver was large and tender. Filectrocardio- 
gram showed elevation of the R-T interval 
and inverted T in leads I and Il. ‘Tempera- 
ture was 101. White blood cells 15,700. 

On treatment, consisting chiefly of absolute 
rest, there was temporary improvement which 
was followed by rapidly progressive conges- 
tive heart failure and death four months after 
the initial attack. 

Autopsy, limited to the heart, showed a num- 
ber of old infarcts, tortuous beaded coronaries 
and complete obstruction of the anterior des- 
cending branch of the left coronary. 


Case V. Repearen Arracks, TypicaL ANp 
ATYPICAL 

An obese man of fifty was brought to the 
hospital forty-eight hours after the onset of 
a severe attack. He had previously been in 
good health, but a recent insurance examina- 
tion had revealed a blood pressure of over 
200. Soon after a rather heavy meal he was 
seized with a severe pain beginning in the left 
arm and involving the chest and epigastrium. 
This was accompanied by nausea, vomiting and 
great prostration. Several hypodermics of 
morphine afforded only temporary relief, the 
severe pain lasting twenty-four hours. 

Examination showed an ill-looking patient 
of ashen complexion but lying flat without 
marked dyspnea. The pulse was regular and 
112, blood pressure 88/68. The heart was 
greatly enlarged, the sounds feeble, no mur- 


murs. Moist rales were heard at the lung 
bases. Liver was not enlarged. Leucocytes 
16,600. Temperature 101. Electrocardiogram 


showed striking changes in the R-T interval 
and T-wave which varied from day to day, 
gradually developing after two weeks a typi- 
cal coronary T. 

Improvement was rapid, the blood pressure 
slowly rose to 142/92, and the patient left the 
hospital in three weeks. Two weeks after dis- 
charge he had considerable substernal pain, 
not enough to require morphine, and was re- 
admitted to the hospital. A fall in blood 
pressure, fever and leucocytes and further 
changes in the electrocardiogram were noted. 
Improvement was steady and he was again 
discharged entirely comfortable. 
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A month later he became suddenly dyspneic 
in the night and when seen three days later 
the picture of acute congestive heart failure was 
presented, but in this attack there had been 
no pain. Again fever, leucocytosis and elec- 
trocardiographic changes were noted. On rest 
and digitalization with morphine for several 
nights he became comfortable, but after two 
weeks in the hospital another attack of sub- 
sternal pain occurred requiring morphine and 
lasting twenty-four hours. This was accom- 
panied by a rise in fever and leucocytes. 





MacLean, in a study of ninety-five unselected 
hearts from patients of various ages, found 
that practically all past forty and a consider- 
able number under forty showed a certain 
amount of coronary sclerosis. While most of 
these had no clinical heart disease, all were 
potential coronary cases and candidates for 
thrombosis. Even if such hearts escape occl- 
sion of a large vessel, the impaired circulation 
resulting from sclerosis doubtless proves an im- 
portant factor in myocardial failure, especially 
if to it is added valvular disease or hyper- 
tension. In examining hearts of individuals 
dying in middle life, presumably from old 
rheumatic heart disease, one not infrequently 
gets the impression that advancing sclerotic 
changes in the coronaries decided the issue 
rather than defective valves. 

From the clinical standpoint, the question 
of the coronaries in relation to acute or chronic 
heart failure is constantly presenting itself 
for solution. Although the complete picture 
of acute occlusion is relatively uncommon, 
familiarity with its various features is an es- 
sential step toward recognition of atypical 
and subacute cases. With these features in 
mind, a careful history will often lead to a 
reasonably certain conclusion which may be 
further strengthened by physical examination 
and laboratory studies. A close scrutiny of 
blood pressure variations, of fever and leu- 
cocytosis is helpful, while the electrocardio- 
graph is usually of advantage and sometimes 
indispensable. 


Professional Building. 





It ain’t no use to grumble and complain; 
It’s just as cheap and easy to rejoice; 
When God sorts out the weather and sends rain, 
Why, rain’s my choice. 
—Riley. 
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THE RELATIONSHIP OF ECONOMICS IN 
MEDICINE TO OUR PROFESSIONAL 
IDEALS.* 

By E. L. KENDIG, M. D., Victoria, Va. 

I shall not attempt to fully discuss this sub- 
ject. These remarks are limited to only a few 
of the things which affect the economics and 
ideals of the medical profession. What is pre 
sented is said in no spirit of criticism. My 
only desire is that the different views of thos: 
present may be brought out. 

It is said that medicine has made more 
progress in the last thirty-five years than in 
all time before this period. Wow much this 
is correct, no one can say. This is because the 
science of medicine is cumulative. The struc 
ture is built one brick upon another. Like a 
snowball, the more you roll it, the more prog 
ress you make. This progress can be visual- 
ized by calling to mind the modern hospital, 
the approved clinical and pathological labora 
tory, the electrocardiograph, the X-ray, the 
various instruments of precision, preventive 
medicine, aseptic surgery, standardized 
pharmaceuticals, physiotherapy, intravenous 
medication, transfusion, immunization, and the 
hundreds of other things made use of in mod- 
ern medicine. 

Our profession is not the only thing that 
has changed. The world has made progress 
in every direction. We do not live like they 
did thirty-five years ago. Telephones in prac- 
tically every home can call the doctor in a 
few minutes. With an automobile and good 
roads, the physician can cover a larger terri- 
tory. The patient may in a very short time 
be brought in an automobile to the doctor’s 
office or to the hospital. Drugs, accessories 
for the sick room, and nurses can be secured 
easier. Good hospital facilities are made more 
available each year. Newspapers and periodi- 
‘als in every home give publicity to every- 
thing that is being done. The people have 
learned to expect more from the physician of 
today. 

These are the things that have changed the 
work of the general practitioner. These are 
the things that have given birth to specialism. 

We hear a great deal today about the pass- 
ing of the country doctor. The good country 
doctor, as known in the past, is unquestionably 
passing away. As each one of them dies or 
relinquishes his work, there is no one to take 





*Read at the sixtieth annual meeting of the Medical Society 
of Virginia, in Charlottesville, October 22-24, 1929. 
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his place. This is caused by modern medicine 
and the change in the manner of living of the 
people. The passing of the old time country 
doctor does not necessarily mean the passing 
of modern doctors to serve our communities. 
Modern doctors will be found to serve every 
community if they have the facilities for doing 
good professional work and can earn an ade- 
quate income. 

In order that a physician may render the 
service expected of him, hospital connections 
are most desirable and laboratory facilities 
are necessary. 

(ioldwater says, “The key to nearly every- 
thing that makes for eflicient medical practice 
today is in the hands of the hospitals.” Ac- 
cording to the report of the Council on Medi- 
cal Education and Hospitals of the A. M. A. 
this year, only 1,397 physicians in Virginia 
have hospital connections and this includes 
duplications in reports. Making allowances 
for this duplication, it is estimated that con- 
siderably less than one-half of the physicians 
in the State have the use of hospitals. This 
report shows that 42 per cent of the counties 
of the State have no such institutions. It also 
shows that more than 81 per cent of the beds 
in general hospitals of the State are located 
in cities of 5,000 inhabitants or more. The 
small private hospitals, which do exist in the 
small towns and the country communities, are 
usually maintained by the local physicians 
themselves at a great trouble and expense. 
This same article reported ninety-one clinical 
laboratories and eighty-eight X-ray labora- 
tories in Virginia. The report shows that 
nearly all of these laboratories are located in 
cities of population of more than 5,000. I pre- 
sume this report does not include laboratory 
work done for physicians by the State Board 
of Health. This Board has a central labora- 
tory and several smaller ones in the different 
sections of the State. These State laboratories 
are doing a wonderful work, especially for the 
physicians in the smaller towns and country. 
However, under the circumstances, they can- 
not and do not presume to supply all labora- 
tory facilities which a physician will need in 
his practice. 

In this day of modern medicine a desirable 
situation would be to have a hospital and a 
laboratory within reach of every physician. 
With the present ease of transportation this 
is not impossible. 
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Any moderately prosperous community can 
support a physician if he can get a fair part 
of what that community has to spend for pro- 
fessional services. 

It is said by some that the public health 
clinics interfere with the work and income of 
the local physician. An idea developed by 
Dr. Shirley W. Winne, Health Officer of New 
York City, looks like it might help solve this 
vexed problem. This health officer made ar- 
rangements with the local medical society un- 
der which the physicians might agree to give 
toxin antitoxin to the children of that city. 
A letter was sent by the Health Department 
to each physician asking if he would give the 
treatment; and, if so, to state his office ad 
dress where he would give the treatment 
and what hours of the week he would do 
the work. A price was fixed for the work. 
After this information from the 
was received, a letter was sent by the Health 
Department to the parents of each child to 
be inoculated, stating that toxin antitoxin 
should be given within a certain time, In the 
letter was enclosed a slip with the names and 
addresses and office hours of three nearest phy- 
sicians who had signifed their willingness to 
give the treatment, and with the statement that 
either one of the physicians mentioned could 
A follow-up method was used until 
the children were all given the treatment. 
The Health Department has the means of pub- 
licity, the authority, and the organization: 
The physician has the equipment, the time, 
and the knowledge to do the work. It seems 
that the two together would do this work well 
to the mutual advantage of each other. 


doctors 


be used. 


Haggard says, “One of the greatest roman- 
ces in the art of medicine has been the amaz- 
ing growth and perfection of the specialists.” 
The work of the specialist is more spectacular 
than that of the general practitioner. Few 
young doctors now want to be general prac- 
titioners. Most of them want to specialize. 
So great is the trend towards specialism that 
there is a danger that some may call them- 
selves specialists when they are not in the 
true sense of the word. There is a temptation 
by reason of this overcrowding for the trad- 
ing of patients between those doing special 
work. It comes about in this way. The gen- 
eral practitioner sends a patient to a specialist 
needing work to ascertain certain informa- 
tion in his particular specialty. The patient 
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is examined and, without the knowledge of 
the referring physician, is sent on the rounds 
to see all different kinds of specialists. The 
information secured, with the exception of 
what the patient was originally sent for, is 
usually what the referring physician already 
knows. The result is that the patient is in 
most instances stripped of funds when he comes 
back. The referring physician may not even 
hear from the man who takes the patient on 
the rounds. The referring physician in this 
way loses both money and prestige. The gen- 
eral practitioner in towns and small commu- 
nities is not blameless. This lack of coordina- 
tion between the general practitioner and the 
specialist may cause the general practitioner 
to undertake cases which should be in the 
hands of those doing special work. Also there 
is a disposition on the part of the general 
practitioner to send his patients away as soon 
as he needs help when in most cases it would 
be better first to call in his competitor as a 
consultant. The local competitor does the same 
thing. In that way both of them lose in in- 
come and the practice teaches the patient to 
leave home for medical treatment rather than 
seek it there. The well qualified general prac- 
titioner is a specialist in the general practice 
of medicine. It requires as much knowledge 
as special work and as much common sense. 
Goldwater further says, “The specialist is 
at best the hope and the despair of modern 
medicine * * *, Specialism has split the 
forces of medicine into numerous small bodies, 
which valuable as they may be for skirmishing 
purposes and in certain critical emergencies, 
are powerless to act as an effective unit in the 
endless struggle against disease.” Only a 
scientific, ethical, and economical coordination 
between the different branches of medical prac- 
tice will be effective in this struggle againsi 
disease. 

There has been a rise in the cost of medical 
care. To combat this high cost of medical 
service, some big business men are advocating 
the organization of medical practice along the 
lines of big business organizations. This view 
is held by Mr. Embree, director of the Rosen- 
wald Foundation. Others are advocating some 
form of social or State medicine. There is 
a possibility that this idea may be taken up 
by the people who live in the rural sections 
and those upon whom the cost of medical serv- 
ice falls most heavily. If so, the combined 
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forces favoring the organization of medical 
practice would be formidable. These advo- 
cates, however, fail to realize that the rela- 
tionship between the physician and the pa- 
tient is such that it will be impossible to 
mechanize medical practice. The editor of the 
Journal of the American Medical Associatio) 
says that the rise in the cost of medical care 
is a reflection on the increased knowledge that 
has come to the practice of medicine. A Na- 
tional Committee, known as the Committee on 
the Cost of Medical Care, is now getting to- 
gether data and making a study of these costs, 
The American Medical Association at its re- 
cent Portland session appointed a special com- 
mittee to make an investigation of the subject 
of medical economics. This committee will 
no doubt include in its report the present cost 
of medical care. No matter what the conclu- 
sions of these committees may be, it is a fact 
that at present the cost of medical care has 
become quite a burden to people of moderate 
means. The rich are able to pay for good 
medical treatment. The poor and the dead 
beats take advantage of charity, but the honest 
people of moderate means, oftentimes find the 
cost of medical treatment a burden. I shall 
not attempt to solve the matter of these medi- 
cal costs. There are certain things, however, 
which are fundamental, The maintenance of 
hospitals and laboratories convenient to phy- 
sicians in all localities, an established system 
for reference and contact work between the 
physicians themselves and the education of the 
public in the proper relation which should 
exist in the various fields of medicine, will go 
a long way towards lessening the cost of medi- 
eal care. 
SuMMArY 

1. The old country doctor is gone and will 
not return. His going is not caused by a 
change in the nature of men of medicine but 
is caused by a change in the system of medi- 
cine and a change in the manner of living of 
the people. 

2. The country and small towns will still be 
served by physicians and these physicians will 
be men of modern medicine. 
these physicians will depend upon the facili- 
ties available and the income earned. 

3. The work of the general practitioner an 
public health officials should be so worked out 
that there will not only be no conflict but 
each will work for the benelit of the other in 
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that common cause in the prevention and cure 
of disease. 

4, Specialism is an important factor in 
modern medicine. This very importance 
places upon those who follow it an added re- 
sponsibility. 

5. A recognition both by the public and 
the profession of the relation, scope, and limi- 
tation of each branch of medical practice will 
help bring about at a less cost a more efficient 
medical service. 

6. In adjusting these problems, it should be 
always remembered that good real human and 
scientific medical service is the great object of 
medicine. 
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STARTING THE UNCOMPLICATED 


DIABETIC ON TREATMENT.* 


By F. H. SMITH, M. D., F. A. C. P., Abingdon, Va. 

You will understand the difficulties we are 
under in the attempt to introduce such a topic 
as diabetes mellitus, and dispose of it, in a 
few minutes. In these circumstances, please 
explain what seems to be blunt, dogmatic state- 
ment by the necessity for terseness. 

I shall limit myself to a simple outline of 
my approach to the problems of starting the 
adult diabetic of average severity and without 
material complications on treatment. 

There are still doctors who are not handling 
these uncomplicated cases, not to mention the 
complicated ones, as the resources of the pres- 
ent day permit us to. One group, usually from 
the older practitioners, still content themselves 
with the simple instruction: Leave off sugars, 
sweets and the heavy starches, and the diabetes 





*Introducing Round Table Discussion of Diabetes Mellitus, 
Southwestern Virginia Medical Society, Galax, Va., September 
16-17, 1929, 


VIRGINIA MEDICAL MONTHLY 


591 


will be apt to take care of itself. Another 
group, this time usually from the younger 
practitioners, say to the patient: Since we 
have insulin, you need not trouble to diet 
strictly. Eat pretty nearly what you please, 
and we will give you insulin enough to supply 
the deficit. Each plan is faulty, the second 
actually courts danger. The danger arises 
through the constant strain upon, and conse- 
quent lessening of, carbohydrate tolerance, so 
that there is no reserve left for the inevitable 
crises and emergencies of every diabetic life. 
Exceed the bounds of the individual's tolerance, 
and tolerance lessens. Stay within it, and the 
carbohydrate tolerance usually increases. 

The of easily 
stated. It is to devise, prescribe and insure 
the administration of a diet, which by itself or, 
if necessary, with the aid of insulin, will main- 
tain the patient at or about his normal weight 
and energy, and which will at the same time 
render his urine sugar free, reduce his blood 
sugar to and maintain it within the normal, all 
the while guarding the patient against acidosis, 
and other complications growing out of the 
diabetic state. 

Thus having stated the problem, the several 
steps in its solution may be stated: 

1. Make a Comptere Prystcan Examrna- 
TION. I shall not dwell upon this long, but it 
cannot be over-emphasized. Look for diabetic 
and non-diabetic complications. Any compli- 
cation may materially alter both the manage- 
ment and the prognosis. 


problem 


management 18 


As for an appraisal of the diabetic state it- 
self: Either the total 24-hour urine, or the 
several voidings separately, should be examined 
and the sugar determined, while the patient is 
on his ordinary diet. To say a diabetic is 
sugar-free on the result of analysis of a single 
specimen is altogether slip-shod. In most cases, 
an intelligent, scheming diabetic can get life 
insurance, for instance, by partially fasting for 
about three days. The glycosuria will often 
entirely disappear. 

The output of sugar will vary from one 
voiding to another. We must know both the 
total output of urine and the percentage of 
sugar. If the glycosuria cannot be determined 
quantitatively, it can be approximated by de- 
termining the number of drops of 24-hour 
urine needed to cause reduction of the stand- 
ardized copper solution. 

It is helpful to determine the blood sugar 
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level at this preliminary examination, so that 
we can gage the severity of the diabetic process 
under the man’s usual habits. 

The net weight and height of the individual, 


as well as age and sex, should be known, for 


reasons immediately to be mentioned. 

2. Derermine tur Toran Foop Require- 
MENTS, IN CaLortes Per 24-Hours, ror Tuts 
InpivipuaL. Individual caloric requirements 
vary with the height, weight, age and sex of 
that person, and the character of his work. For 
instance, a man of 40, net weight 150, height 
5’ 9”, will require 1,640 calories daily to main- 
tain his weight while lying quietly in bed. 
That is, his basal caloric needs are 1.640. From 
40 per cent to 80 per cent more will be added 
for maintenance under work conditions. Most 
adult diabetics work out to require between 
2,000 and 2,500 calories, when the needs are 
calculated on the basis of the ideal weight 
rather than the actual, A little woman may re- 
quire only 1,500 calories daily, while a farm- 
hand may need 3,000. An average boy of 12 
years will require about 1,500 calories daily. 
These calculations can easily be determined 
from a number of available tables, for in- 
stance, that of Boothby and Sandiford, pub- 
lished in 1921. 

3. Disrrinure tHe Toran Cavortc Require- 
MENTS AMONG THE SEVERAL Foon PRINCIPLES, 
‘arbohydrates, proteins, and fats. Each gram 
of carbohydrate and of protein supplies ap- 
proximately 4 calories, and each gram of fat 
supplaes approximately 9 calories. 

A man will rarely be satis‘ted long on /ess 
than 100 gm. of carbohydrate in 24 hours. So 
in my work, I rarely attempt to prescribe less 
than this. If he can’t metabolize 100 gm., he 
will probably require insulin. The average 
man takes 300 or 400 grams. 

4x100—400 calories derived from carbohy- 
crates. 

Proteins supply material necessary for 
growth and repair of tissue. The average 
adult requires about 1 gm. per kilo (2.2 Ibs.) 
of body weight. That is, the man of 150 lbs. 
will require about 70 gm. proteins in 24 hours. 

4x70—280 calories derived from proteins. 

The younger the individual, the greater, pro- 
portionately, the protein requirement. A young 
child may require 2 or 3 gm. per kilo. The 
nephritic with nitrogen retention, on the other 
hand, may have to be reduced to 0.5 gm. per 
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kilo. Rarely should proteins be reduced be- 
low 40 gm. per day for any length of time. 

So, 680 of the, say, 2,400 needed calories 
have been derived from carbohydrates and 
proteins, leaving 1,720 calories to be supplied 
by fats. Since each gram of fat supplies 9 
calories, 190 gm. of fat will suffice. 

We have thus arrived at a food prescription 
which will need : 

C. 100, P. 70, F. 190—=2,390 calories. 

There have been advocates of higher-fat, 
lower-carbohydrate diets. It seems, however, 
that fats (lipoids) are in some way responsible 
for vascular changes, resulting in arterio- 
sclerosis, gangrene, etc. So Joslin remarks 
that since insulin was discovered we are say 
ing diabetics from infection and coma. only to 
lose them later with gangrene and other vaseu 
lar accidents, due to long-continued high-fat 
feeding. Hence, there has arisen a tendency 
to further increase the carbohydrate at the ex- 
pense of fats, even if in so doing insulin be re- 
quired. I feel, however, that as long as the 
ratio of fats to carbohydrates does not exceed 
2:1, and the carbohydrates are properly metab- 
olized, the fats should and will be completely 
burned also. 





4. Insrrucr tue Patient, or some member 
of his family, iy THE CALCULATION OF THE PReE- 
scrinep Dier From rue Tasres. Usually one 
of the younger folks, especially a girl, is better. 
They catch on more quickly. Occasionally, no 
one of the family can be taught to calculate 
the diet. Then, we have to fall back upon 
ready-made menus. Calculations, however, are 
far superior. The exercise makes for accuracy : 
there can be wider choice of foods to allow for 
individual likes and dislikes, and for the avail- 
ability of food stuffs; and through the ability 
to vary the diet, we can avoid monotony. The 
amateur dietitian should be instructed in the 
palatable preparation of food, the proper divi- 
sion of the food allowance into the three meals 
of the day, and the place of green vegetables 
in supplying bulk to the diet. 

In a mild, easily controlled case, rough food 
measurements may do. In a delicately bal- 
anced case, insistence upon the purchase and 
use of scales, weighing in grams, may avoi( 
the use of insulin. 

5. Anvow avr Least Turee Days For THE 
AccUMULATED Sucar To Run Orr, Then have 
the patient submit the 24-hour urine, or, better 
still, each separate voiding. Use the opportu- 
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nity to inquire into and to correct any mis- 
takes that are being made. 

If all has been done correctly, and there is 
not a material reduction in glycosuria, the pa- 
tient will probably require insulin. If, how- 
there is a substantial reduction, even 
though the glycosuria has not entirely cleared 
up, possibly a slight reduction in the food in- 
take, or actually weighing the food allowance, 
rather than guessing at it, may suffice. 

About three out of four of our adult dia- 
hetics can get enough food for comfort, and yet 
keep the diabetes under control, without in- 
sulin. Sometimes one has to be aided to be- 
come sugar-free with insulin, and can later 
abandon it as his carbohydrate tolerance in- 
creases, 


ever, 


It is well to learn the exact level of blood 
sugar at which sugar appears in the urine, i. e., 
the individual’s renal threshold for sugar. This 
is helpful because in some emergency, negative 
urine will be reassuring, on/y if we know the 
threshold is not high. The usual, or average, 
threshold is 170 mgm. of blood sugar per 100 
of blood. But this is quite variable: some 
are much lower, approaching the so-called 
“renal diabetes: some have thresholds of 200 
mgm. or higher. These latter might easily 
slip into a dangerous state of hyperglycemia 
while we fool ourselves into thinking there is 
no danger because the glycosuria is relatively 
small. 


6. Finally, remember that Any Compticar- 
ING Facror, however trivial it may seem—a 
common head cold, a mild diarrhea, the incep- 
tion of pregnancy—May Upser rue BaLance. 
Unless the patient is forewarned and instructed 
in this possibility, he may slip into coma, or 
other grave crisis, in an incredibly short time. 


Johnston Memorial Clinic. 





SEVERE DYSMENORRHEA—WITH RE- 
PORT OF CASES TREATED BY THE 
CLELAND OPERATION.* 

By C. J. ANDREWS, M. D., F. A. C. S., Norfolk, Va. 

The treatment of severe dysmenorrhea has 
not so far been found to be a universally sat- 
isfactory or successful undertaking. Most 
mild cases are relieved by hygienic and medi- 
cal means. Those not so relieved eventually 
hecome candidates for surgical treatment. I 
think all will agree that this treatment has 


*Read before the Norfolk County Medical Society, June, 1929. 
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been notoriously ineffective in a very consider- 
able proportion of cases. 

From time to time during the past one hun- 
dred years many new procedures and _ treat- 
ments have been proposed. Probably most of 
these have added something to our resources, 
but no method has fulfilled the expectation of 
its originator. The purpose of this paper is 
to briefly review the subject and give such evi- 
dence as I can of the value of an operation 
devised by Cleland, of Toronto, and reported 
by him in 1923. 

Dysmenorrhea is often associated with pel- 
vic pathology, particularly with pelvic inflam- 
mation, myoma, retrodisplacement of the 
uterus, and ureteral stricture. Holden! ana- 
lyzed 1,000 patients in the Johns Hopkins 
Hospital gynecological service and found that 
47 per cent were complicated by dysmenor- 
rhea. Treatment of the associated pathology 
may or may not relieve the dysmenorrhea. 
This is not the type of case I am now consid- 
ering, but the class known as primary, or es- 
sential dysmenorrhea. 

Margaret Sturgis? in 1923, studied 2,077 
employed women, and reported 306, 14.7 per 
cent, as suffering pain with periods, but only 
44, 2.2 per cent, had severe handicap. Eliza- 
beth Van Duyne® studied 3,077 students at 
Goucher College and found that in the period 
from 1900 to 1907 the severe handicap class 
was 7.1 per cent. During the period 1923-24 
this was reduced to 3 per cent. This great 
reduction was attributed to more general par- 
ticipation in athletics, and systematic physical 
training. 

Pain with periods usually begins several 
years after the first appearance of the men- 
trual periods, but in some cases the first and 
subsequent periods are extremely painful. 
Watkins! believed this occurs only in cases of 
infantile uterus. 

E’rioLoGy 

We do not know what causes dysmenorrhea, 
though the literature abounds with theories 
which I shall not attempt to enumerate. 
Doederlein® observed that the mucous mem- 
brane of the cervix of patients who suffer with 
dysmenorrhea was more sensitive at all times. 
He believes that the repression of sex is an 
element in the nervous condition, and cites in 
support of this theory the frequent improve- 
ment after marriage. It is generally agreed 








that there is a deficient development and an 
abnormal nervous system. 


TREATMENT 

The prophylactic treatment is reasonably 
effective. This consists of intelligent hygiene 
of living, particularly regarding exercises, and 
general attention to recognized rules of health, 
Boarding schools have been in the past prolific 
producers of dysmenorrhea, The mental at- 
titude of the patient is important. The first 
mistake is usually made when the mother or 
doctor advises the girl with the first period 
to remain in bed. She should be told earlier 
that the period will appear, but that it is a 
normal occurrence and should not interfere 
with usual habits of life. All of the endocrine 
products, including ovarian extract, pituitary, 
thyroid and suprarenal, have been recom- 
mended as a cure. Probably all have been 
helpful. In those cases in young girls in which 
hypothyroidism has been demonstrated, thy- 
roid has at times given spectacular results. 
Hertzler,® who lives in a goiter belt, has seen 
great benefit from the use of the iodides. He 
believes that any local treatment is unnecessary 
and useless, Electricity has been used with 
benefit, and we look for more help from this 
in the future. A large number of drugs have 
been recommended. Opium will relieve the 
pain, and most severe cases have resorted to it. 


Orverative TREATMENT 
De Weiss, in 1826, dilated the cervix with 


metal bougies and reported good results. 
Simpson,’ in 1843, split the cervix. Dudley, 


in 1891, described his operation which con- 
sisted in splitting the posterior lip and sutur- 
ing in such a way as to widen the canal. This 
operation was rather widely used. The Pozzi® 
operation was another cervix splitting method, 
This was described in 1909. None of these in- 
cised the internal os. Heyward Smith, Zan- 
cet, 1890, recommended dilating to 12 Hegar, 
and making bilateral incision of the internal 
A stem pessary was used for five days. 
Watkins,‘ in 1914, reported 25 per cent cures 
with the stem pessary. Cleland,” of Toronto, 
in 1923, described his method, the object of 
which is to leave the os as it should be nor- 
mally after labor, The cervix is dilated as 
far as possible with graduated Hegar dilators. 
The internal os is then incised on either side 
with a blunt pointed bistoury until the cervix 
will admit a 15 Hegar. The uterus and cervix 


Os, 
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is then packed with iodoform gauze, which is 
allowed to remain eight days. He believed 
that, no matter what the cause, the trouble is 
in the musculo-fibrous band at the internal os. 
He reported using this method 230 times, and 
was able to follow 175 cases. Of these 155 
were completely cured or markedly relieved. 
Twenty-nine cases had partial relief. There 
was no improvement in eight cases. Two of 
these were subsequently relieved by making a 
full incision, which for some reason had not 
been done at first. 

I have used this method a number of times 
in severe cases since this work was reported, 
and have selected four cases for this report 
which were particularly resistant to other 
forms of treatment. 

My first case was a patient about twenty 
vears old on whom I had used practically all 
drugs usually recommended, and had also done 
a “D & C” and suspension of a retrodisplaced 
uterus without any benefit more than possibly 
one month. She required morphine, gr. °4, 
to give any relief. I did not have a Hegar 
dilator at that time, but used the French scale 
sounds. The internal os was cut to admit 1 
I. This gave entire relief for about one year, 
when the trouble recurred. This patient has 
never been so bad as before, and so far has 
not consented to have the second incision made. 

Case 2.—Age twenty-six; married one year. 
Periods began at age thirteen, duration five 
days, scant flow. Pain began one year after 
periods first appeared. The period pain be- 
gan just before or as the flow started and was 
not relieved by freer flow. Pain was intense 
and continued twenty-four hours. The pain 
was described as a dull ache in addition to 
severe cramps which were intermittent. ‘The 
suffering was much like that experienced in 
painful first stage of labor. Opiates were al- 
ways required during period. Examination 
showed a young woman, rather pale, nervous, 
and apparently in sub-normal health. The 
uterus was rather small, low in pelvis, and in 
mid position. There was a small erosion of 
the cervix. 

Previous treatment: This patient had had 
the usual medical and endocrine products. 
The appendix had been removed, the cervix 
dilated, and stem pessary inserted. No relief 
followed this operation. As this patient had 
more pain on the right side, which the appen- 


Napa TEL” » Msgr ite 











acd 
sts. 
VIX 
‘ief 
rad 
en- 


f 














1929] 


dix operation had not relieved, I thought it 
best to investigate the ureter, which was done 
before giving any anesthetic. A 31/3 bulb 
was passed into the right ureter. There was a 
definite hang in the pelvic portion. The pa- 
tient said this was the same location as the 
continuous pain, which was worse at periods. 
The cervix could only be dilated to 8 Hegar, 
hut the internal os was incised to admit a 14. 
The packing was placed in the usual way. 
This was done one year ago and the patient, 
when last heard from several months ago, was 
free from pain. 


Case 3. — Age twenty-nine; occupation 
teacher. Periods began at twelve years, dura- 


tion five days, with clots. Very severe pain 
first two days, causing her to lose two days 
from school, and requiring opiates. This pa- 
tient had had all of the treatments without 
any help. There was a history of several at- 
tacks of appendicitis. The appendix was re- 
moved at time of cervix operation, which was 
done in March, 1928. The usual Cleland 
operation was done. and the relief has been 
entirely satisfactory. 

Case 4.—Age twenty-six; married five years; 
no children. Pain extremely severe the first 


day, requiring rest in bed and opiates. Oper- 
ated June 14, 1927. Cervix dilated to 10. 


Considerable endometrial tissue removed with 
curette. Internal os incised to 15, and packed. 
Relief has been satisfactory. 

This operation has been done for only one 
patient who has had, so far as I know, no 


relief. This is probably the most interesting 
and instructive case I have treated. I saw this 
patient first in August, 1928. She was re- 
ferred to me by Dr. J. W. D. Haynes. Pa- 
tient, age twenty-five vears, married, one 
child—age nine months—normal labor. The 


periods began at sixteen, and dysmenorrhea 
developed soon afterward. Several months 
after labor, periods returned with severe pain, 
which had increased in intensity since, and for 
previous two months had been most distress- 
ing, requiring opiates or an anesthetic to re- 
lieve. The menstrual history 16—30, 
irregular, three day duration. 
cramps in lower abdomen. Cramps were re- 
lieved after flow was well established, which 
did not occur for many hours after flow started. 
A severe pain in top of head accompanied pel- 
vie pain. 


was 
Typical severe 
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Patient was over-weight; blood pressure 
140/90. Pelvic examination showed uterus 


normal size. Fundus retrodisplaced, but could 
be brought up. Adnexa normal. Cervix—bi- 
lateral laceration with erosion. Urine—some 
pus cells, highly concentrated; albumin 1 plus. 
The cervical erosion was treated by cautery. 
Patient had appendectomy four years ago, and 
had had four or five cervical dilatations, one 
of these having been done since labor. The 
usual medicines and biological products had 
been used. The evidence pointed so strongly 
to a nervous condition, which would probably 
not be helped by local treatment. that I advised 
her doctor to have her consult a neurologist. 
Dr. F. H. Redwood admitted her to the hos- 
pital for study. He found no free HCl in 
gastric secretion; metabolic rate plus 4; blood 
calcium 9.5; no evidences of cerebral lesion. 
He believed the condition probably due to 
pituitary disturbance, and gave pituitary ex- 
tract and advice as to management. The diag- 
nosis was hysteria with endocrinopathy. 

On October 10th, Dr. Haynes wrote that 
the patient was no better, and had had the 
worst time with her period she had ever had, 
and said “she must get some relief in some 
way or these spells will kill her.” During this 
time another “D & C” had been done, and a 
stem pessary used. I told him to bring her 
back. After consultation with all medical at- 
tendants, I decided to investigate the uterus 
under anesthesia and correct the retrodisplace- 
ment. The cervix was open to 12 Hegar; the 
internal os was incised sufficiently to admit a 
15 sound, and packed. Curette showed hyper- 
plasia of endometrium. The _ retrodisplace- 
ment was corrected by round ligament sus- 
pension. Again the patient went home happy. 
A letter from her doctor several months after- 
wards says she has had no improvement. It 
is possible that we have overlooked some pel- 
vic pathology, as urethral stricture. I would 
certainly investigate this if I had the oppor- 
tunity, which under the circumstances is not 
likely. I have not been able to get her back 
again. It is possible that diathermy might 
help, but most likely she needs treatment in 
a sanitarium where she can be advantageously 
managed, at least at the time of her period. 

My experience with the Cleland operation 
is too small to draw conclusions, but if added 
to the contributions of others, a sufliciently re- 








596 


liable foundation may be constructed on which 
to establish the truth about it. My own im- 
pression is that it gives relief in most cases 
of severe obstructive dysmenorrhea, particu- 
larly those not relieved by other means. It 
cannot be expected to cure well established 


habit neuroses unless suitable institutional 

management can be provided. : 
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ACUTE ABDOMINAL PAIN.* 


By W. H. WALLINGFORD, M. D., Princeton, W. Va. 
Princeton Hospital. 


In 90 per cent of all disease pain is a promi- 
nent symptom at some point in its course. 
Pain is by far the most prominent symptom 
in all abdominal disease. It is the thing most 
dreaded by the patient and the thing more 
than any other that will cause him to seek 
medical aid. Its intensity, location, radiation. 
persistency and relation to other symptoms 
will often alone point to a correct diagnosis. 
The cessation of pain in abdominal disease is 
always welcomed by the patient, but. instead 
of being a favorable omen, it often indicates 
a grave prognosis. Pain is the most valuable 
sign to the abdominal surgeon, and, given but 
one symptom upon which to make a diagnosis, 
he would invariably select pain, Pain in the 
abdomen does not always mean abdominal dis- 
vase, but, on the other hand, abdominal disease 
almost invariably means pain. In fact, a diag 
nosis of any acute abdominal condition with 
no pain is always to be regarded with suspi- 
cion. 

In making a diagnosis of any acute abdomi- 
nal disease the two paramount conditions 
necessary for a correct diagnosis are a pains- 
taking history and a thorough physical exami- 
nation. If confirmatory evidence is needed, 
the laboratory, X-ray and cystoscope will often 
give valuable aid. In case a diagnosis cannot 
be positively made, an exploratory laparotomy 
should be performed rather than spend too 
great a time in trving to make a sure diagno- 
sis. The longer operation is delayed in the 
acute abdomen the greater the danger of the 
patient not recovering. Owing to the fact that 
ali abdominal pain does not mean abdominal 
disease, patients with abdominal pain are oc 
casionally subjected to operations where no 
pathological condition is found in the abdo 
men. 

To properly interpret abdominal pain as a 
symptom, a brief review of the nerve supply 
of the abdominal wall will be of material aid. 
The abdominal parietes are supplied by the 
lower 6th intercostal nerves, both anterior and 
posterior branches, and terminate in the rect! 
muscles on each side, and give sensation to the 
mid-front of the abdomen. The hypogastric 
and inguinal regions are supplied by the last 
dorsal, the ileo-inguinal and ileo-hypogastric 
nerves, The posterior wall of the abdomen is 
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supplied from the lumbar and sacral plexuses. 
The pneumogastric nerve runs along each side 
of the esophagus, the right branch going to 
the posterior wall of the stomach, helping to 
form the solar plexus, and the left to the an- 
terior wall. The sympathetic enters the ab- 
domen below the diaphragm and forms four 
lumbar and four sacral nerves, ending in the 
coceygeal ganglia. The phrenics from the 4th 
cervical communicate with the solar and 
hepatic plexuses and thus have visceral con- 
nections, The nerve supply of the viscera and 
visceral peritoneum is derived from the various 
svmpathetie plexuses, while the parietal peri- 
toneum is supplied directly from the spinal 
nerves and the phrenics. The spinal nerves 
contain a great many more sensory nerves 
than the sympathetic. Therefore, the parietal 
peritoneum is very ‘sensitive to pain, while the 
viscera and the visceral peritoneum are not 
sensitive or very slightly so. 

Acute abdominal pain may be divided into 
pain from conditions in the abdominal wall, 
pain from conditions within the abdomen it- 
self and pain due to extra-abdominal condi- 
tions. 

Erysipelas of the abdominal wall produces 
sometimes rather acute burning pain. The 
diagnosis is the same as for the same condition 
in any other part of the body and is so char- 
acteristic that the condition is easily recog- 
nized. 

Neuralgias of the abdominal wall cause very 
acute pain in the abdomen and may simulate 
intra-abdominal conditions. This is accom- 
panied by tenderness that is increased by 
pinching the muscles between the fingers and 
is relieved by deep pressure, thus differentiat- 
ing it from peritonitis which is just the op- 
posite. 

Abscess of the abdominal wall may be con- 
fused with abdominal conditions. The symp- 
toms of heat, redness, swelling, local tender- 
ness and fever, not accompanied by vomiting, 
usually point to the correct diagnosis. 

Hernia involves both the abdominal wall 
and the viscera. It does not cause acute pain 
unless it becomes strangulated. It then be- 
comes an acute surgical condition demanding 
immediate operation. You have a history of 
hernia that fails to be reduced accompanied by 
all the symptoms of intestinal obstructions. De- 
lays are extremely dangerous but early opera- 
tion before gangrene or peritonitis develops 
offers good chance for recovery. In these cases 
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a thorough inspection of the abdomen is impor- 
tant. The writer was called to see a female 
patient several years ago and the family phy- 
sician had failed to discover the cause of her 
abdominal pain because the bed clothing had 
not been removed low enough on her abdomen 
to reveal a strangulated hernia which was 
present. 

Occasionally severe pain is complained of in 
the abdomen that may or may not be accom- 
panied by any great gastro-intestinal disturb- 
ance. Oftentimes there is considerable fever 
and the diagnosis may be obscure, In a day 
or two the characteristic blebs of herpes zoster 
clear up the situation. 

Inguinal adenitis occasionally causes rather 
acute pain about the lower abdomen. The his- 
tory, absence of impulse on coughing and phy- 
sical examination differentiate this condition 
from femoral hernia, the condition with which 
it may occasionally become confused. 

Tumors of the abdominal wall only cause 
acute pain when their growth is rapid or when 
they incorporate nerve fibers within them- 
selves. 

Appendicitis is probably the most common 
cause of acute pain in the intra-abdominal con- 
ditions. The pain in appendicitis at first is 
acute and general and is generally greatest 
around the umbilicus due to the fact that the 
appendix receives its nerve supply from the 
same source as the small intestines. Pain is 
followed by vomiting, fever, rigidity of the 
right rectus and tenderness over McBurney’s 
point. A leucocytosis is present. The late 
John B. Murphy, of Chicago, claimed that if 
pain was not the first symptom in an intra- 
abdominal condition the condition was not ap- 
pendicitis. A rectal examination should be 
made in all doubtful cases of appendicitis. 
This must be differentiated from perforated 
gastric or duodenal ulcer. The rupture of a 
gastric or duodenal ulcer produces probably 
the most excruciating pain of any intra-ab- 
dominal condition. The pain comes on sud- 
denly, is very severe, the rigidity very great 
and you find the characteristic board-like ab- 
domen. Vomiting is severe and shock and 
collapse oftentimes intervene. Owing to the 
seeping of the bowel contents into the right 
iliac fossa, pain and tenderness is elicited later 
in the region of the appendix. In perforated 
ulcer, a previous history of digestive disturb- 
ance is of little value as oftentimes perfora- 
tion is the first symptom of ulcer. 
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In acute gall-bladder disease usually there 
is a history of digestive disturbance, often- 
times persistent and serious. The pain in an 
attack is acute and is felt in the epigastrium 
and along the border of the right ribs and 
to the right shoulder, occasionally to the left. 
A stone in the common duct produces the most 
excruciating pain. The presence of jaundice 
may or may not be apparent, and of itself is 
of little diagnostic value. An X-ray will often 
give valuable aid in the diagnosis in this con- 
dition. Hepatitis, abscess, cancer and syphilis 
of the liver also cause acute abdominal pain. 

Cancer of the abdominal viscera does not 
produce acute pain at first but in the later 
stages the pain is severe. The presence of a 
tumor in the abdomen with the characteristic 


symptoms of carcinoma, loss of weight, 
strength, emaciation, anemia and cachexia 


usually is sufficient for a diagnosis. The X- 
ray is often a valuable aid in this condition. 
Intestinal obstruction is often a fatal termi- 
nation. 

Gunshot wounds of the abdomen cause acute 
pain and require quick diagnostic ability as to 
the amount of damage done. If there is a 
doubt as to whether the wound has penetrated 
the abdominal viscera, but little time should 
be lost and an exploratory laparotomy should 
be performed. If the viscera are not injured, 
the patient’s chances of recovery have been 
jeopardized very little, if any, while, on the 
other hand, if the viscera have been punc- 
tured, too great delay to determine the exact 
condition may mean the difference between re- 
covery and death. 

Rupture of the abdominal viscera from ex- 
ternal violence causes acute lancinating pains 
in the abdomen at the time of the injury but 
oftentimes it soon passes off and the patient 
may not again suffer acute pain until some 
complication develops. The hollow viscera are 
the most likely to be ruptured, especially if 
distended, thus the stomach just after a meal, 
the bladder while full, and the kidney are 
probably the most common viscera ruptured, 
although any viscera is liable to this accident. 

A sixteen year old boy several years ago 
was brought to the Princeton Hospital. He 
had complained of intermittent pain in his 
abdomen for thirty-six hours. His tempera- 
ture was 102, pulse 120, respiration 24. His 
abdomen was distended considerably. Marked 
tenderness was elicited all over his abdomen 
but was greatest over McBurney’s point. How- 
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ever, he was markedly pale and a blood count 
showed a deficiency of red cells. A probable 
diagnosis was made of a ruptured appendix 
with peritonitis. The abdomen was opened 
and found full of blood. The spleen had an 
extremely bad stellate laceration. He at first 
denied any injury until a neighbor stated that 
she saw him wrestling with another boy and 
saw the other boy fall down upon his abdo- 
men with his knees. The patient then admitted 
this fact but stated that while he suffered se- 
verely for a few minutes his pain then ceased 
and had no further pain for thirty-six hours. 

Intestinal obstruction is probably the most 
dreaded condition within the abdomen with 
which the physician or surgeon has to deal. 
In this condition the general practitioner is 
the man of the hour. His ability to properly 
diagnose and promptly advise surgical inter- 
ference early oftentimes spells success or fail- 
ure. It is well for the family physician to 
keep in mind in intestinal obstruction the old 
adage, “Let not the sun rise nor set on a case 
of intestinal obstruction without operation.” 
The most common types of intestinal obstrue- 
tion are intussusceptions, volvulus, kinks or 
bands around the intestines, carcinoma or 
tumors, fecal impaction and mesenteric throm- 
bosis or embolism. The pain is severe, vomit- 
ing is persistent, becoming stercoraceous, the 
abdomen is distended and there is failure of 
bowel evacuation of fecal contents or 
Operation should be done promptly, oftentimes 
the two stage operation being advisable. 

Mesenteric thrombosis and embolism occur 
from the blocking or cutting off the blood sup- 
ply in the mesenteric blood vessels. The pain 
is severe and, if due to blocking of the superior 
mesentery, occurs above the umbilicus; if in 
the smaller mesentery, below the umbilicus. 
The onset of embolism is sudden, but the on- 
set of thrombosis is more slow, with all the 
signs of obstruction in both. This condition is 
usually found in patients beyond fifty and 
usually associated with arteriosclerosis. 

Dysentery causes griping pain in the ab- 
domen. The pain is paroxysmal in character, 
accompanied by small, frequent, mucous, blood- 
tinged stools. 

Peritonitis is usually secondary to some 
other condition and is one of the most distress- 
ing conditions in the abdomen. ‘There is se- 
vere pain, distention, nausea, and vomiting, 
and tenderness increased on deep pressure, 
and the abdomen has a doughy feel. Pain is 
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absent upon pinching the abdominal muscles. 

A diverticulitis causes severe pain in the ab- 
lomen, but the condition is rarely diagnosed 
prior to operation. 

Caries of the vertebrae, spinal tumors and 
osteomyelitis of the vertebrae are other condi- 
tions that sometimes cause acute abdominal 
pain, 

Intestinal colic is one of the most common 
causes of acute abdominal pain. It is seen 
most often in boys during the green apple or 
cider season. The pain is severe and griping 
and comes on suddenly, but usually there is 
no disturbance of the pulse or temperature. 
There is usually not much rigidity except dur- 
ing a paroxysm of pain, <A dose of castor oil 
followed by copious evacuation of the bowels 
usually cures the case. If the pain persists 
beyond two or three hours after complete 
evacuation of the bowels some other condition 
is usually present. 

Since the advent ef typhoid vaccine, typhoid 
fever is fast becoming obsolete, but mention 
should be made of typhoid as one of the con- 
ditions causing acute pain in the abdomen. 
Sometimes the pain is severe at the beginning, 
und the onset may be rather sudden, although 
it is occasionally confused with appendicitis. 
A careful history with the aid of the labora- 
tory will render this mistake rare. Perfora- 
tion late in the disease causes acute sudden 
pain in the right iliac fossa with collapse, and 
prompt surgery offers the only hope of recov- 
ery. Until a few years ago this disease was 
one of the most common abdominal diseases. 
Of late years typhoid fever’s place has been 
usurped by abdominal influenza. This disease 
is accompanied by acute pain in the abdomen, 
vomiting, oftentimes severe, and tenderness 
and oftentimes muscular rigidity. It has been 
mistaken for appendicitis and appendectomies 
have beeen performed. Again, careful history 
and thorough physical examination will ren- 
der this mistake rare. 

We have a number of conditions causing 
acute pain in the abdomen arising from or- 
gans peculiar to the female sex. These condi- 
tions may be divided into (1) those conditions 
arising in the womb, and (2) those arising 
in the adnexa. Acute polyhydramnios is a 
rare but distressing condition causing acute 
abdominal pain. Quite a number of preg- 
nancies have quite an excess of amniotic fluid 
and oftentimes it causes only a feeling of dis- 
tress, but in those cases in which the amniotic 
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fluid is greatly increased rapid/y there is acute 
pain and the patient presents a picture much 
like a heart case, with the abdomen great!y 
swollen, shortness of breath, feet swollen, and 
there is inability to palpate the fetal parts. 
Rest in bed and delivery relieve this condition, 

An hydatiform mole, because of its rapid 
vrowth, often causes severe pain, especially if 
hemorrhage takes place in some of the attach- 
ments of the mole to the uterine wall. The 
woman usually considers herself pregnant but 
has a great deal of pain. If the abdomen is 
watched, the uterus will be seen to increase 
in size much too rapidly for a normal preg- 
nancy. Carcinoma may be a sequella of this 
condition. 

Rupture of the uterus causes severe lanci- 
nating pain and occurs sometimes in severe 
prolonged labor, especially following Cesarean 
sections and from external violence. The use 
of large doses of pituitrin has been known to 
cause rupture of the uterus during labor, 
Prompt surgical interference should be re- 
sorted to in such cases. Spontaneous rupture 
occasionally occurs in one horn of a bicornate 
uterus and is analagous to the rupture of the 
tube in tubal pregnancy. <A retroverted uterus 
in the twelfth to sixteenth week of pregnancy 
may become incarcerated and 
pain. 

In conditions in the adnexa, rupture of an 
extra-uterine pregnancy causes the greatest 
amount of pain. This pain usually comes on 
suddenly, is very severe and greatest in the 
affected side, and the patient may faint or feel 
fainty. There may be considerable abdominal 
tenderness. Irregular menstruation plus the 
pain and the finding of a mass in one of the 
tubes that is very tender usually completes the 
diagnosis. This condition should be differ- 
entiated from salpingitis. It also produces 
severe pain but is accompanied by fever and 
chills with rapid pulse and all the signs of an 
acute infection. The history of gonorrheal in- 
fection or recent abortion also is of value in 
making a diagnosis of salpingitis. 

A patient was brought to the Princeton Hos- 
pital three or four years ago who had called 
three physicians in two days—one after the 
other. She complained of pain in her lower 
abdomen. At the time of the visit of each 
physician she was in a typical hysterical con- 
vulsion and assumed the characteristic opisthot- 
onos position. The first two physicians each 
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gave her a “hypo.” of 14 gr. morphine and 
told her she was just nervous. This morphine 
would relieve her for two or three hours, then 
she would complain as before. The third phy- 
sician made a vaginal examination and found 
a mass about the size of a quart cup in her 
left side. At operation a gangrenous ovarian 
cyst was removed that had a twisted pedicle. 
This case shows that a patient may have a 
typical hysterical attack and still be suffering 
from a severe pathological condition. 

Of the conditions external to the abdomen 
that cause acute abdominal pain, probably 
chest diseases are the most common. Under 
this heading we find pneumonia, diaphrag- 
matic pleurisy, diaphragmatic abscess, abscess 
of the lung, hemorrhage into the finer bron- 
chioles of lower lobes of the lungs, fractured 
ribs involving the pleura or lungs, and arti- 
ficial pneumothorax, all causing acute abdomi- 
nal pain. 

In pneumonia, especially in children, it is 
not at all uncommon to find cases of lower 
lobe pneumonia simulating appendicitis or 
gall-bladder disease, and the chest is entirely 
overlooked. Quite a number of surgeons of 
prominence have operated upon patients for 
appendicitis to find it normal and then find 
the patient with a consolidated lower right 
lung next day. A good rule to follow to avoid 
this mistake is to give the chest in all acute 
abdomens the same careful examination as is 
given the abdomen. It should not be lost sight 
of that these two conditions may be present 
at the same time. A blood count may not aid, 
but it should be borne in mind that a white 
count of more than 20,000 cells is rare in ap- 
pendicitis. A rectal examination may confirm 
in a doubtful case the presence of appendici- 
tis. Oftentimes X-ray of the lungs will give 
valuable aid in these cases. Pleurisy causes 
acute pain in the abdomen and if the chest is 
examined will rarely be mistaken for intra- 
abdominal disease. 

Hemorrhage into the finer bronchioles of 
the lower lobes of the lungs causes acute pain 
in the abdomen, but, as it is not usually ac- 
companied by any other abdominal symptoms 
it is not commonly mistaken for intra-abdomi- 
nal disease. 

Artificial pneumothorax of the lower part 
of the lungs causes pain in the abdomen. This 
occurs at the time the pneumothorax is per- 
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formed and thus the cause of the pain is 
obvious. 

The next most common condition under this 
heading is some kidney disease. In these con 
ditions the laboratory, cystoscope and X-ray 
are of paramount importance as an aid to cor- 
rect diagnosis. Kidney or ureteral pain is of 
two kinds, inflammatory, and non-inflamma- 
tory. The pain in the inflammatory type is 
aching in character and is increased by palpa 
tion and pressure, and is oftentimes increase 
by deep breathing. In the non-inflammatory 
type the pain is more severe and paroxysmal in 
character and disappears oftentimes very sud- 
denly. Pain in the kidney involvement is felt 
in the region of the kidney and is referred to 
the lower iliac or suprapubic region. In ure- 
teral involvement the pain is usually referred 
to the penis, scrotum and _ perineum. 

Acute pain is present in from 75 to 80 per 
cent of pyelitis. It radiates from the back 
to the thigh and perineum, sometimes to the 
epigastrium, The pain in renal caleulus is 
paroxysmal when the stone is too large to en 
ter the ureter, and constant if the stone be 
comes lodged or if infection is present. ‘The 
pain radiates to the crest of the ilium and 
anterior abdominal wall, groin, and _ testicle. 
Lane-Roberts divided pyelitis of pregnancy 
into three t¥pes, (1) the renal type where the 
pain is complained of in the back and loin, and 
the patient has the symptoms of infection but 
complains rarely of any kidney disturbance: 
(2) the abdominal type where the pain is very 
severe in the abdomen, with distention, tender 
ness, rigidity, nausea and vomiting. It is often 
hard to differentiate this type from appendi- 
citis, cholecystitis or intestinal obstruction; (3) 
the generalized type where the pain in the ab- 
domen is slight and the symptoms and signs 
are not localized in the abdomen. 

Dietl’s crisis oftentimes is confused with 
appendicitis and other abdominal conditions. 
Dr. Kelly claimed a good method of determin- 
ing the question between appendiceal pain and 
that of a movable kidney was to try to pro 
duce the same pain in the kidney by injecting 
its pelvis and at the same time measuring its 
contents. 


Acute pain is found in the terminal stages 
of some cases of tuberculosis of the kidneys 
due to blocking of the ureters. 


Tumors of the kidneys, ureter or bladder 
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cause acute pain when they cause obstruction, 
and hemorrhage is an early symptom. 

Perinephritis causes pain over the kidney 
region with tenderness and edema. ‘This with 
the constitutional symptoms points readily to 
the condition. 


Injuries to the kidneys may cause acute 


abdominal pain accompanied by tenderness 
and dullness and oftentimes discoloration. 
Blood is found in the urine, and, if the injury 
is severe, shock is oftentimes marked. 

Retention of urine causes severe pain in the 
abdomen, and, while attention to the outflow 
of urine with a physical examination will 
readily demonstrate the condition, it has been 
mistaken for tumors, pregnancy, abscess, etc. 
Catheterization of the patient immediately re- 
lieves the condition, but in cases of stricture, 
enlarged prostate or other conditions blocking 
the outlet, this may be impossible and may 
require surgical intervention to relieve. A 
female patient was brought before a student 
body in one of our large hospitals several years 
ago to demonstrate a threatened abortion in a 
six months’ pregnancy. The nurse, carrying 
out routine orders, catheterized her just before 
she wheeled her before the class. A physical 
examination revealed that her pregnancy had 
disappeared. 

Acute pancreatitis is one of the most fatal 
diseases causing abdominal pain. The patient 
is usually beyond forty but occasionally 
younger. The patient is suddenly stricken with 
severe pain that is almost impossible at times 
to relieve, even with large doses of morphine. 
The vomiting is severe and persistent, resem- 
bling intestinal obstruction, but is never fecal. 
Emaciation takes place rapidly and collapse 
soon ensues. The pulse is usually rapid, but, if 
collapse does not occur, it may remain slow and 
strong. The temperature is usually not high. 
This is regarded by most physicians as a sur- 
gical condition. Deaver reports that medical 
treatment shows a mortality of from 80 to 90 
per cent while those cases treated surgically 
showed a mortality of from 38 to 85 per cent. 

The pain of gastric crisis resembles often- 
times gall-bladder disease, ruptured ulcer, or 
appendicitis. At times gastric crisis is seen 
as the initial symptom that the patient com- 
plains of; in these cases mistakes have been 
made and the patient submitted to operation. 
The previous history, examination of pupils, 
station and knee jerk, a blood Wassermann— 
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if negative, a spinal one 
the true condition. 


will usually reveal 


Pericarditis resembles gall-bladder disease at 
times as to location of pain, and is accompanied 
by vomiting, tenderness and some rigidity in 
the epigastrium and over the gall-bladder. In 
a few hours the characteristic friction rub ac- 
companying the heart beat reveals the true con- 
dition, 

Angina pectoris comes on usually after forty, 
most often about sixty. The pain is vice-like 
under the sternum, radiates to the left shoulder 
and down the left arm. In some cases it ra- 
diates to the epigastrium and the gall-bladder 
region, with a resistance of the abdominal mus- 
cles and tenderness. It is then confused with 
indigestion and gall-stones. The patient may 
have a number of attacks and may die suddenly 
in one of them. Many of.the distinguished in- 
dividuals who are reported in the press 
throughout the country as dying of “acute in- 
‘ligestion” no doubt die of angina pectoris. 

Gauss described a condition called angina 
abdominis in which the symptoms are abdom- 
inal pain that is localized around the umbilicus, 
Ortner states that, “The pathological basis of 
the pain appears to be an arteriosclerotic nar- 
rowing of the arterioles supplying the intestines 
which forces the bowel to work under stress, 
thereby giving rise to visceral pain.” 

Clinton gives subcostal neuritis as a cause of 
acute abdominal pain due to the repeated 
trauma of the 11th and 12th intercostal nerves 
being pinched between the lower rib and the 
crest of the ilium in short-waisted individuals 
and in those having unusually long 11th and 
12th ribs. The pain is described as tooth-like. 
The cure is to resect about one inch of the end 
of the rib with the nerve. 

Brennan claims that tonsillitis and “throat 
infections” cause acute abdominal pain that is 
often severe, intermittent and paroxysmal, and 
referred to the umbilicus, and sounds a warn- 
ing that in all “throat infections,” instead of 
excluding appendicitis, it is to be expected as 
a complication or sequel. He does not, how- 
ever, explain the nerve connection that pro- 
duces the abdominal pain. 

The pain of lead poisoning may simulate 
acute abdominal diseases, but history of the 
occupation of the patient, the blue line along 
the gums, anemia, the characteristic wrist-drop, 
together with a careful examination, will show 
the real cause of the condition. 
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The pain of hysteria can simulate any acute 
abdominal condition. Hysterical patients who 
have been around hospitals often and thus 
jearn the symptoms of various diseases, can 
“throw” attacks of most any disease. It should 
not be lost sight of, however, that these pa- 
tients may have a typical hysterical seizure 
and still be suffering from severe pathological! 
condition. 

Thyrotoxicosis may produce, in rare cases, 
pain, vomiting and diarrhea, that will give rise 
to a suspicion it is some intra-abdominal condi- 
tion. The symptom of goitre and the history 
will lead to a satisfactory explanation. 

It has been said that uremia can produce pain 
that will simulate any abdominal condition. 
With our modern methods of diagnosis, this 
condition is rarely mistaken now for any opera- 
tive condition. 

Reisman reports a case in a girl who had 
severe pain in the right hypochondrium with a 
leucocytosis, fever and vomiting, that was diag- 
nosed appendicitis, and she was prepared for 
operation. Later evidence of diabetic acidosis 
was found. In getting her history it was dis- 
covered she was a diabetic and had temporarily 
run out of insulin. A dose was administered 
and she was promptly relieved. 





MEDICAL ETHICS.* 
By JOHN W. PRESTON, M. D., Roanoke, Va. 

It is with some trepidation that I undertake 
to discuss the subject assigned me, even in 
the briefest way; for what medical man is there 
who fails to look askance upon the mention 
of ethics, or who, upon their mention, fails to 
have aroused within him gloomy forebodings 
of a rehash of a time-worn subject? Further- 
more, may not the whole subject be at once 
disposed of as an embodiment of the golden 
rule, and by a reminder that example is much 
more worth while than precept? 

It is a truism that a physician who is of a 
representative type needs but few rules of 
conduct, and, conversely, that the practitioner 
with whom honor is a secondary consideration 
will feel bound by none, no matter how elabo- 
rate the code. 

Granting that these things be so, yet one 
vannot upon reflection escape the realization 
that with the multiplicity of changes wrought 
within recent years in the fabric of govern- 
ment and industry, as well as in the practice 





*Read before the Southwestern Virginia Medical Society at 
its meeting in Galax, Va., September 16 and 17, 1929. 
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of medicine itself, many revolutionary things 
have happened which are of vital interest as 
relates one physician to another, and likewise 
touching the relation of the practitioner to the 
public. 


EMpLoyMENtT or PriysiciaNs By SOCIETIES AND 
ORGANIZATIONS 

Looming large on the horizon today are such 
questions as the employment of physicians by 
societies, organized for the manifest purpose 
of unduly cheapening the practice of medi 
cine; insurance and fraternal organizations 
employing physicians to do family practice in 
a wholesale way: corporations composed of 
laymen employing physicians and advertising 
in a commercial way to attract patronage; last. 
but not least, the experiment of state medi- 
cine which threatens to demoralize the practice 
of medicine in parts of Europe, and which 
some think is in an insidious way creeping into 
this country. It is through agencies such as 
these that here and there physicians are yield- 
ing to the siren voice of quick money obtained 
with least expenditure of energy, resulting in 
new and unforeseen problems arising in ethics. 
We may well pause to consider a few of these. 

In so far as organizations of a strictly mer- 
cenary nature are concerned, the old rules of 
ethics may be applied simply and directly. 
The big problem presented is in such cases as 
those which fall upon a middle ground with 
no precedent to guide, such, for instance, as 
a corporation employing physicians upon sala- 
ries, the purpose of the organization being 
ostensibly to supply medical service to the poor 
at or near cost, yet making little or no effort 
to exclude as patients those who are well able 
to pay a physician a reasonable fee. ‘The ques- 
tion arising in such case is whether a physi- 
cian who desires to be ethical can affiliate with 
such an organization, and, likewise, what are 
the ethics of his relations to other physicians. 


Tue Errorr ro Repuce rue Cosr or SickNess 

Indirectly related to ethics, and yet a mat- 
ter in which every medical man should be in- 
terested is the commendable experiment which 
is being made to reduce the cost of hospitaliza- 
tion and medical care in case of the individual 
who can pay something, yet whose family suf- 
fers if he be compelled to pay at the same rate 
as his more fortunate neighbor. Undoubtedly 
little more than a nominal fee should be 
exacted by a physician in rendering service to 
this class of patients, but how shall it be ad- 
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justed as relates to hospital fees, and as relates 
to those who can and ought to pay a better 
fee? 


Tur RELATION oF THE GENERAL PRACTITIONER 
Tro HeatrH Departments 

May I not also with propriety here speak 
a word as to the strained relations which oc- 
casionally arise between physicians in the em- 
ploy of health departments and family phy- 
sicians, all unintentional upon the part of 
either worker, and most often in the matter 
of the borderline as between the introduction 
of the newer methods of prophylaxis, and of 
vaccine therapy closely related thereto; and 
nose and throat and chest clinics? Further, 
is there any basis in fact for the apprehen- 
sion upon the part of some that from this 
source state medicine is now finding a begin- 
ning and, like a small cloud upon the horizon, 
portends a storm to come? From the broader 
view it is evident that among the physicians 
of the country who are at the head of the 
various health departments there are differ- 
ences of opinion as to where the duties of 
their respective departments end and those of 
the family physician begin, and that here and 
there are misunderstandings and a degree of 
friction, the elimination of which, in the best 
interests of all concerned, will require broad 
vision and exercise of tolerance; for no rule, 
or set of rules, of ethics can be made to apply. 

Emphasizing the importance of cooperation 
and of the use of common sense in relation to 
ethics as regards the activities of physicians 
in the employ of health departments, I would 
digress to say it is just a little difficult to 
realize at first thought that were it not for the 
publicity which the health officer can and 
should give to the newer means of prophylaxis 
of disease through vaccinations and otherwise, 
it would in most cases require an_ indefi- 
nite period of time before the public could be 
convinced of their eflicacy, and they could be 
added to the armamentarium of the practi- 
tioner. Furthermore, due credit must be given 
to Health Boards in the matter of populariz- 
ing, by advertising and otherwise, periodic 
health examinations both in children and 
adults, to the end that their value may be 
appreciated, and, as paradoxical as it may 
seem, eventually add very materially to the 
physician’s income from a 
little developed. Witness in point the effort 
now being made by the Board of Health of our 


source as yet but 
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State to evolve a system whereby the exami- 
nation of children of pre-school age and school 
age may be gradually transferred from the 
domain of a physician employed by school 
boards to that of the family physician. 


Rapio ANd Newsparer Pousriciry 

The advent of the radio has added a new 
and wholesale approach of medicine to the 
masses of our people and has brought with it, 
perhaps as yet unappreciated, opportunities, 
privileges and obligations—opportunities and 
privileges, among others, of awakening the in- 
terest of all in what scienti'ic medicine has 
to offer, and of exposing quackery, both within 
and without the profession. The obligation 
to educate those who can be interested, as re- 
lates to the prevention of disease, to the spread 
of epidemics, and to health examinations. 

Manifestly the health officer can with per- 
fect propriety make use of any method of ap- 
proach that may seem most helpful to his com- 
munity, but what are the duties and limita- 
tions of the private practitioner? When it 
comes to the matter of the name of a private 
practitioner appearing in the columns of news- 
papers or upon the broadcasting program, no 
matter how good his intentions, his position 
is precarious; for there are those who are apt 
to criticize. Like Caesar’s wife, he must be 
above suspicion. Yet occasionally conditions 
do arise which render it advisable if not im- 
perative that representatives of the profession 
take part in a public way. Manifestly, how- 
ever, in the event of such occasion arising, it 
is most desirable that those taking part should 
be selected by the local medical organization 
and the procedure be made as impersonal as 
possible. Indeed, it may be a question worthy 
of consideration to whether medical 
ganizations, as such, should not be more alert 
than is their custom and in a proper way sup- 
ply the public more directly and more freely 
with such information as it may desire relative 
to medical activities, and to health matters. 


as or- 


Workers 1n Instrrurions aNnp Hospirats 

Touching more or less directly the ethical 
relation of the private practitioner to practi- 
tioners working in group clinics and in the 
larger institutions is an undercurrent of feel- 
ing, which undoubtedly exists, that many of 
these institutions have now grown so large 
that the human touch is lost both as regards 
the patient and the physician referring him. 
As relates to the patient, it cannot be denied 
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but that too often in the well meant efforts 
of specialists to leave undone no scientific 
method of procedure, the patient is referred 
from one department to another, each making 
a charge for service, with the result that the 
limited finances of the patient are sometimes 
overlooked and he returns to his family phy- 
sician for a follow-up with his resources de- 
pleted to such an extent that the real burden 
falls upon him, the family physician, who, 
knowing all the circumstances. is led to won- 
der if either he or his patient has been 
treated exactly fairly. There are so many 
angles to this phase of present day institu- 
tional practice that one wishes that time would 
permit a freer discussion. 

Even yet, though happily rarely, one en- 
counters the physician imbued with sufficient 
ego, tinctured undoubtedly with avarice, who 
makes a practice of exacting from his patient 
“all the traffic will bear,” and who endeavors 
to justify such practice from an ethical stand- 
point by the unwarranted feeling upon his 
part that exceptional service is being ren- 
dered, and that large fees serve the useful pur- 
pose of impressing the patient with the pres- 
tige of his physician. I need not remind you 
that such practices violate the spirit of medi- 
cal ethics no less than do secret fee-splitting 
and other like reprehensible practices, and 
tend to bring into disrepute the whole pro- 
fession. 


Tue Goat or Mepican Ernics 

It is with a measure of pride we reflect that, 
although the profession of medicine follows a 
code of ethics originating in ancient times, 
this code was founded upon the basic prin- 
ciples of fair and just dealing man to man, 
and, building upon it, our profession has de- 
veloped and broadened until the course of 
study necessary in mastering it in this modern 
day is more exacting than that of any other 
profession. It is through our obligation to 
these same ethics that the cultural, humani- 
tarian and moral standards must be main- 
tained upon a like high plane. 

Having frankly touched upon some of the 
possible lurking dangers, it is hoped that none 
will draw the inference that the tendency of 
modern medicine as a whole is mercenary, or 
that the newer things in medicine fail to carry 
with them the altruism of the old. The fact 
is that progress has been so rapid, it is a won- 
der there have not been even greater malad- 
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justments. Yet our respective communities 
look to such organizations as this of ours to 
bring to light and smooth out any irregulari 
ties that may exist; for the broader ethics in 
medicine mean equally as much the mainte 
nance of a fair and just relation to the indi 
vidual layman and to the mass of people, as 
it does one physician to another and to the 
profession of medicine as a whole. 
Shenandoah Life Building. 





MEDICAL ETHICS.* 


By W. R. CUSHING, M. D., Dublin, Va. 

When your secretary noti‘ied me that I was 
expected to take part in this discussion, I wrote 
him a very sweet note of appreciation and 
thanks for remembering me, in which I state: 
that, if present, I would listen with a great 
deal of interest and pleasure to anything Dr. 
Preston would say—and I have done so, Dr. 
Preston—but that I much preferred to re- 
main silent. I received an answer that would 
be classed as diplomatic, non-committal, you 
know, and that was the last I knew of it un 
til the programme was received with my name 
on it. Was that ethical treatment? Was due 
consideration shown me as an individual, and 
was due consideration shown you, fellow meni 
bers of an honorable profession, who will have 
to listen to what I have to say? 

I imagine I can hear a deep breath of re- 
lief from you, when you realize that in the 
discussion of this subject not a disease or a 
germ will be mentioned—no bacteria or baccilli, 
no toxins or antitoxins, no sepsis or antisepsis, 
no hypers or hypos, no reference whatever to 
leucocytes, lymphocytes, phagocytes or para- 
sites, and last, but not least, no glands. Ethics, 
pure and simple, and ethics alone will demand 
our attention. 

We find in the dictionaries high flown and 
long drawn out definitions of a science that 
treats of the “laws of voluntary action or con- 
duct, thus seeking to determine the nature and 
extent of moral duty.” This science they call 
ethics, and any infringement upon these laws 
of moral conduct they call unethical. That is 
not what we mean by ethics either in gen- 
eral or in particular. 

Medical ethics is general good conduct limited 
to followers of our profession, Outsiders are 
not expected to know much about it. No man 
can have freedom of action if he is tied down 
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hard and fast by a set of rules to govern his 
conduct, and the consequence is that individual 
members of the profession have given the mat- 
ter very little consideration, but have gone on, 
day by day and year by year, using among 
themselves the ordinary and everyday courte- 
sies and consideration that every well-think- 
ing well-intentioned man would tender to 
those with whom he comes in contact 

From our point of view, ethics and etiquette 
are yery closely related, and rigid rules for 
either are absolutely impossible to live up to 
at all times, owing to the many and varied 
circumstances under which men are placed. 
When we consider man in the abstract, what 
he is. how situated, his make-up, his falli- 
bilitv. his inborn selfishness, we are not sur- 
prised that he falls short at times of a high 
standard of ethics. 

What do we (not scientific men busy study- 
ing the science of ethics or morals) mean by 
ethics, and especially medical ethics? I think 
we mean this: Courtesy, consideration and 
politeness to our associates—not the cringing 
politeness of inferiors to superiors, nor the 
patronizing, condescending politeness of su- 
periors to inferiors, but the freedom and ease 
that always accompanies the association of 
equals, Note where this brings us. We un- 
consciously think of ethics as applying to the 
higher walks of life—the ministry, the law, 
medicine, the teaching profession, and a few 
others. But is that so? There is a standard 
of ethics applicable to every walk in life. 
Bankers, corporations, merchants, farmers, 
manufacturers, laborers, all have a standard 
of conduct that is ethical for that particular 
occupation, and without it and without the 
fact that the rank and file live up to it, this 
world would be worse than a bedlam. 





So, I am sure, we are all agreed that a stand- 
ard of ethics, meaning by that, courtesy and 
consideration, unselfishness and a_ willingness 
to share, and share alike, both in responsibili- 
ties and rewards, is essential in every occupa- 
tion. 

Applying this idea to ourselves, ethical con- 
duct is all important in the medical profession. 
I am not going to attempt to lay down any 
well-defined rules as to how a man should con- 
duct himself, even in average circumstances. 
I covld not if I would, and would not if I 
could. Besides, if I did undertake such a 
thing, you all may know more about it than 
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I do. To put the whole thing in a small com- 
pass, the Highest Authority the world has ever 
known, on human conduct, once said, ‘“There- 
fore, all things whatsoever ye would that men 
should do to you, do ye even so to them,” and 
I am perfectly willing to let it rest at that. 





ADENO-CARCINOMA OF 
THE KIDNEY. 


’. ECKLES, M. D., F. A. C. S., 
Galax Hospital. 


Statistics concerning primary adeno-carci- 
noma of the kidney are scanty and unreliable, 
most of these cases being recorded as hyper- 
nephromata.!| However, a casual glance at re- 
cent literature leads to the impression that the 
rarity of these tumors is more apparent than 
real. Cabot? has recorded two cases, both con- 
firmed by autopsy. Stirling’ also furnishes a 
case report, together with a clinical discussion 
of the subject. 

Ewing divides malignant tumors of renal 
epithelium into two main forms: the papillary 
adeno-carcinoma and the alveolar carcinoma. 
He further divides the papillary adeno-carci- 
noma into two major groups, and one small- 
sub-group of minor importance: first, those 
with clear or glassy cells; second, those with 
granular cells; and, third, malignant tumors 
arising from simple cyst-adenoma, He states 
that papillary adeno-carcinoma is much the 
more frequent of renal growths. 

It occurs chiefly in adults, but occasionally 
in children. 

Stirling calls attention to the triad of symp- 
toms indicative of malignant renal tumor— 
hematuria, pain, and tumor, named in the or- 
der of their frequency. 

This triad is found in approximately 50 per 
cent or so of cases but X-ray and pyelography 
furnish the best diagnostic evidence. 

The prognosis for cure is uncertain, as re- 
lapse locally or by metastasis is very common 
and may occur late.‘ 

The mortality of the operation is not more 
than 10 per cent. 

Case History: Mrs. R. G., white, age twenty- 
nine, housewife. Date of examination—Sep- 
tember 8, 1928. 

Chief Complaint: 
lump in left abdomen. 

Past History: Inflammatory rheumatism at 
age fifteen; lasted for several weeks. Appen- 
dectomy about two years ago, and six months 
later hysterectomy and removal of one ovary. 


PAPILLARY 
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Nausea, palpitation, a 
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Tonsillectomy about five years ago. Numerous 
decayed teeth have been extracted. 

Present Illness: Has never been very strong 
since operations, but did not notice mass in 
abdomen until about two weeks ago. Strength 
and energy poor; considerably underweight. 
Menstruation ceased after hysterectomy; 
previously normal and regular. 

Physical Examination: The salient features 
are her undernourished appearance; rapid, 
forceful heart action with presystoiic and sys- 
tolic apical murmur; a markedly displaced 
right kidney, and a large lobular mass in the 
left flank, apparently the left kidney. 

Laboratory Examinations: Blood and urine 
negative. Wassermann negative. 

Cystoscopic Examination by Dr. A. I. Dod- 
son: Bladder mucosa normal throughout. 
Both ureteral orifices normal in location and 
appearance. Indigo-carmin, given intrave- 
nously, was eliminated in five minutes from the 
right, in ten minutes from the left kidney. 
Left ureter catheterized without difficulty; 
specimen collected, and sent to laboratory for 
examination, Laboratory reported specimen 
negative. 

Patient was taken to X-ray room and pyelo- 
gram was made under the fluoroscope. Pyelo- 
gram could be identified with mass felt in left 
lumbar region. Conclusion: Tumor of left 
kidney. 

Pyelogram, by Dr. J. L. Tabb, showed that 
the tumor was either hypernephroma, or a 
tumor of the left kidney. 

The case was referred to me by Dr. Garnett 
Nelson, and was admitted to my service at the 
Memorial Hospital, in Richmond, where opera- 
tion was done. A left lumbar (Mayo) in- 
cision was made and the kidney was removed 
and sent intact to the pathological laboratory. 

The pathologic report by Dr. Chas, Phillips 
was as follows: 

“(fross description: The kidney is distorted 
by a tumor projecting from the middle of its 
lateral surface, and forms a mass measuring 
13x8%x514 em., weighing 380 grams. 

“The surface is irregularly hemorrhagic, 
more especially that of the tumor mass, which 
is smooth and lobulated, 7% cm. in diameter, 
rising 214 cm. above the surface of the kidney. 
The stump of the ureter is indurated. A milky 
white fluid is expressed from it. On longi- 
tudinal section of kidney the greater part of 
its substance is found to be occupied by tumor 
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masses ranging from less than 1 to 9 cm. in 
diameter, soft, grayish white, and solid. 
“The pelvis is filled with a tumor mass which 
is continuous with the mass projecting from 
the lateral surface. The tumor nowhere has 
broken through the capsule of the kidney. 

Renal artery and renal vein, excised close to 

kidney, are filled with tumor tissue. 

“Microscopic Description: Tumor masses 
present a papillary structure of anaplastic 
columnar epithelium. Desquamation and ne- 
crobiotic changes are marked. Renal artery 
and renal vein are filled with tumor thrombi. 

“Pathologic Diagnosis: Papillary adeno- 
sarcinoma of kidney.” 
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SIGNIFICANCE OF LARYNGO- 
TRACHEAL DYSPNEA.* 
By ELBYRNE G. GILL, M. D., Roanoke, Va. 

Dyspnea is a symptom, not a disease, and it 
is a symptom of many different conditions. 
The laryngeal form demands prompt recogni- 
tion so that life saving measures may be in- 
stituted. 

Etiology —Laryngo-tracheal dyspnea may 
be caused by many conditions, but only the 
more frequent ones will be mentioned—edema, 
thick secretions, influenza, tuberculosis, syphi- 
lis, neoplasms and aspirated foreign bodies. 

Symptomatology.—Restlessness, increasing 
respiratory rate, stridor, indrawing at the 
supra-sternal notch and ashy gray pallor are 
the main symptoms. The appetite is disturbed 
as the child is too busy getting sufficient air 
to be interrupted by the taking of food through 
the mouth. 

Diagnosis—When the obstruction is in the 
larynx or the cervical trachea, the unsatisfied 
negative pressure caused by the inspiratory 
expansion of the thoracic bellows causes in- 
drawing of the soft tissues where they are un- 
supported by bone or cartilage. The locations 
of this indrawing are: 1. The supra-sternal 
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notch. 2. The supra-clavicular fossae. 
tercostal spaces. 4. The epigastrium. 
practitioner of medicine should be able in- 
stantly to recognize obstructive laryngeal 
dyspnea by the indrawing at the supra-sternal 
notch. This sign is never present in dyspnea 
of asthma, pneumonia or other diseases, medias- 
tinal, cardiac or pulmonary, unless laryngeal 
complications are present. This sign is a dan- 
ver signal, In addition to this cardinal sign, 
there are two accompanying signs that are im- 
portant. One is stridor, and the other is rest- 
lessness. The latter means air hunger. 

Prognosis—The mortality is high if the 
condition is unrecognized, but very low if 
recognized early and a tracheotomy is per- 
formed. Deaths have occurred from the mis- 
take of giving sedatives to a restless child when 
the restlessness was due to air hunger. 

Treatment—tTracheotomy is the only safe 
procedure It should be performed early. 
Never wait for cyanosis to develop, as it does 
not occur until the child is nearly dead—and 
not always then. 


Casz Rerorrs 

Case 1.—Age three months; admitted to the 
hospital March 7, 1929. Was referred by Dr. 
R. A. Morison. For past six weeks child had 
heen ‘wheezing and had a “croupy” cry on 
breathing. Enlarged thymus; protein sensi- 
tization and foreign body had been suspected. 

Physical Examination: Lunes clear and 
resonant. Heart fast but normal. No rales 
in chest, or dullness. Child had a barrel- 
shaped chest. There was moderate indrawing 
at the supra-sternal notch and rather marked 
at the epigastrium. Appetite was disturbed; 
the child was steadily losing weight. Restless- 
ness was a pronounced symptom. ‘Tempera- 
ture on admission was 100.8 degrees, respira- 
tion 36; pulse unable to get. 

X-ray of Chest: Both lungs clear and no 
evidence of a foreign body. 

Treatment: This consisted of steam in- 
halations and change of diet. There was some 
improvement in the general condition and the 
breathing was not quite as difficult after a week 
of this treatment. The patient was discharged 
March 15, 1929. The parents were advised 
to continue the same treatment at home. Pa- 
tient was re-admitted May 29, 1929. Condi- 
tion was the same, other than that the breath- 
ing was more difficult, the chest more barrel- 
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shaped, and restlessness was more pronounced. 
At this time tracheotomy was done, which re- 
sulted in immediate relief of dyspnea. The 
general condition has steadily improved. The 
diagnosis of congenital laryngeal stenosis was 
made by laryngoscopy. The treatment has 
consisted of laryngeal dilatations at intervals 
of three weeks. 

Case 2.—Patient, age two years, admitted 
May 20, 1929. Was referred by Dr. J. H. 
Anderson, Child had not cried aloud since 
he was four months old. Three weeks before 
admission, breathing suddenly became very 
difficult and the family physician, Dr. Ander- 
son, Marytown, West Virginia, placed an in- 
tubation tube in the larynx and administered 
diphtheria antitoxin, The tube was removed 
but had to be re-introduced. The patient was 
referred to a pediatrician in Bluefield, and 
more antitoxin was given. The child was 
wearing the intubation tube when admitted 
to the hospital. May 2ist, we removed the 
tube and performed a tracheotomy. Laryn- 
goscopy revealed multiple papillomata of the 
larynx. The treatment has consisted of ex- 
cision of the growths at intervals of three 
weeks, 

Case 3.—Patient, age nineteen months, ad- 
mitted July 16, 1929. Was referred by Dr. 
John Shackelford. One week prior to ad- 
mission, patient had a severe coughing and 
choking spell while eating peanuts. Has had 
a croupy cough and wheezy breathing since 
aspirating the peanut. 

Physical and X-ray examinations indicated 
a foreign body in left bronchus. Bronchoscopy 
was done May 17th. The husk of a peanut was 
removed from left bronchus. Eight hours 
later, breathing was difficult. There was in- 
drawing at the supra-sternal notch and epi- 
gastrium, but no cyanosis. Tracheotomy was 
done and the dyspnea was immediately re- 
lieved. 
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It was George Horace Lorimer, the man who wrote 
the immortal “Letters of a Self-Made Merchant to his 
Son,” who said: 


“It’s good to have money and the things money can 
buy, but it’s good, too, to check up once in a while 
and make sure you haven’t lost the things money 
can’t buy.” 
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INTRODUCTION 

Knowledge concerning human tails remains 
meager, and microscopical data are given in 
the case of only one specimen. References to 
this type of anomaly were made as far back 
as Pliny, and travellers to Africa, India and 
Burma have reported seeing natives with tails. 
These reports have come, in the majority of 
the cases, from India. The princes of certain 
provinces in India were supposed to possess 
tails as a sign of divine favor as well as show- 
ing their descent from the monkey-god, Hanu- 


man. These princes were given the name 
“Pooncheria” or the “long-tailed races of 
Saurasthra.” 


Ninety-three cases of human tails have been 
reported from Europe, and, according to Har- 
rison, five cases have been reported from the 
United States up to 1900. On account of 
the popular interest in this anomaly from an 
evolutionary standpoint, almost everything 
appended to the sacral or coccygeal region has 
been called a tail. 

Numbers of these caudal appendages do bear 
a resemblance to the tail of the lower mammals, 
but undoubtedly the great majority of these 
so-called tails are not what they seem. His- 
tological study is obviously the only logical 
and, positive method for determining their 
true nature. In nearly all cases of reported 
“tails,” other anomalies and deformities have 
been present at the same time. Some of these 
on record are hypospadia, atresia ani, spina 
bifida and ectopia viscerum. Sacro-coccygeal 
tumors of various kinds have also been found 
in connection with these reported tails. Many 
of the above are said to result from amniotic 
adhesions, and such opinion led Schaeffer 
(1892) to conclude that tails were also the re- 
sult of amniotic adhesions, However, in the 
case we have to report, the origin differs from 
that assumed by Schaeffer. 

Bartels (1884) has collected a voluminous 
body of data on the subject of human tails 
and classifies them as soft and adherent tails. 
He also gives a map showing the geographical 
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distribution which includes the countries of 


England, France, Turkey, Persia, India, 
Borneo, Sumatra, Burma, Japan and New 


Guinea. He reports none from North America, 
but two hearsay cases from South America. 
Virchow (1884) published an account of sev- 
eral “soft” tails, with pictures brought back 
to him by a friend from India. Kohlbrugge 
(1898) gives the most complete account of any 
of his contemporaries. 

Harrison, Myers, Berry and Dickinson are 
some of the American workers who have con- 
tributed to the literature on human tails. 
Harrison (1901) is the only one who has given 
a comprehensive account, and he alone under. 
took a histological study of a caudal append- 





Fig. 1, a.—Dorsal view of the caudal appendage, showing groove 
and pit (natural size). 


b.—Ventral view of the appendage (natural size). 


age. More recent reports have been made by 
Konstantiowitz (1907) and Schwartz (1912.) 
Proper distinction between the tails of the 
lower mammals and those described for man 
is essential. The mammalian tail consists of an 
axis of vertebrae with the attached muscles, 
the blood vessels, nerves, connective tissue and 
the skin with its appendages. The muscles 
are voluntary and there are both sensory and 
motor nerves. The skin is the usual type with 
sebaceous glands, sweat glands and hairs. In 
the human tails which have been reported in 
the United States no vertebrae have been de- 
scribed and there is much doubt if any verte- 
brae, as such, have ever been observed in a 
human tail. Cartilages have been found but 
these could not be held to be vertebrae. In 
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those that have been found to contain cartilage 
there is no increase over the usual number of 
thirty-four vertebrae. In one case of a human 
caudal appendage voluntary muscle was found 
(Harrison), but this was not so arranged as 
to permit control over the organ. In the ma- 
jority of the reported cases the so-called tail 
was merely a sac of adipose tissue or a tiny 
fold of skin overlying a bit of cartilage. In 
many cases the appendage could not be legiti- 
mately classified as a tail. 


THe DrEvELOPMENT AND REDUCTION OF THE 
Emeryontc Human Tat. 

Ecker and His were the first to give detailed 
descriptions of the caudal region of the human 
embryo. They came to the conclusion that the 
term “tail” could properly be applied only to 
that portion of the human embryo that extends 
beyond the cloaca. 

The human tail reaches its highest develop- 
ment when the embryo is between the 7 mm. 
and the 16 mm. stage. It consists of a portion 
containing vertebrae and a portion free of 
vertebrae; only the non-vertebrated portion 
atrophies. The vertebrated portion disappears 
in consequence of the curvature of the sacrum 
and the coceyx. It contains the caudal ends 
of the spinal cord, notochord and the middle 
sacral artery and vein. The longest embry- 
onic tail found by Kunitomo (1918) was 1.2 
mm, in length on an embryo of 7.5 mm. The 
human embryo of 14 mm. has the best de- 
veloped tail, although even at this stage there 
is no caudal filament as found in the tails of 
the lower mammals. The reduction of the 
tail begins by the time the embryo has reached 
8 or 9 mm., and by the time it has reached 
27 mm. the only part of the tail to be seen 
is a small papilla. The vertebrated portion 
has retreated and only the soft part is left. 
This also finally disappears in the normal in- 
dividual. Kunitomo holds that the tail-like 
appendages which appear in adults may be 
explained as persistent caudal tubercles or 
papillae (Fig. 6, B. med. ¢. ves.) which have 
failed to atrophy in the normal manner, The 
tail entirely disappears between 27 mm. and 
35 mm. 

The caudal gut disappears at the 6.5 mm. 
stage, but the medullary tube extends to the 
extreme tip of the tail. At the 15.5 mm. stage 
the medullary tube can be divided into two 
parts at the level of the thirty-second ver- 
tebra; a cranial portion with a wide canal, 


and a caudal portion which is atrophic and 
has a very narrow lumen. We believe that 
this latter part played an important role im 
our case. The atrophic portion gradually be- 
comes more slender, although sometimes the 
extreme caudal portion remains stationary or 
becomes enlarged. The atrophic portion sub- 
divides, the caudal element becoming the 
medullary coceygeal vestige, and the cephalic 
element the filum terminale. The medullary 
coccygeal vestige can be clearly seen in the 
23 mm. embryo and can be traced through 
the 52 mm.stage (Fig. 6, B). 


Fig. 2.—-Typical view of axial core of caudal appendage, show- 
ing characteristic relation between connective tissue tra- 
beculae and neuroglia (X). 


In embryos of 12 to 14 mm. there are 33 
spinal ganglia; this number is reduced to 29 
by the 67 mm. stage. Four ganglia disappear ; 
no nerves can be traced to these. 


CLINICAL History. 

The patient, a well developed and well nourished 
white female child, fourteen months of age, was 
brought by her parents to the Cora Donnell Hos- 
pital, Prescott, Arkansas, June 7, 1929, because of 
a growth in the caudal region. There is no other 
instance of congenital deformity in the family, as 
far as the parents know. The child was born at 
term and the intra-uterine period was passed by 
the mother with no unusual features. The post- 
natal condition was good, there being no cyanosis 
or failure to nurse. The birth weight was estimated 
at eight pounds. The infant was breast fed. Growth 
and development have been apparently normal. 

At birth it was roticed that the child had a “tail.” 
This fact upset the parents a great deal and they 
felt ashamed to consult a physician with the idea 
of having it removed. However; they decided that 
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should be done before the child grew 
older, so they brought the child into the hospital 
for treatment. The tail has grown proportionately 
with the individual, but at no time has it caused 
any inconvenience except that the baby cried when 
the tail was handled and seemed to prefer not hav- 
ing it touched at all. The child would not move 
any part of the body except the hands when told 
to do so. It would kick its legs about and the tail 
would move, although it was impossible to say 
whether there was any voluntary movement or not. 
Mental development was apparently average. The 
fontanelles were closed and there was no evidence 
ot hare-lip or cleft palate. The tonsils were small 
and buried. There were no abnormalities about 
the teeth. The heart and lungs were normal. The 
chest showed no signs of rickets or other abnormal- 
ity. The liver was palpated; there were no masses. 
External examination showed no abnormalities about 
the genitalia. The extremities and the skin were 
perfectly normal At the time of the examination, 
June 7, the child weighed 24 lbs. and 10 ounces. 
The laboratory findings showed: Hemoglobin— 
85% (Tal.), RBC—4,400,000, WPC—S8,600. Differen- 
tial white count; lymphocytes—54%; Polymorphonu- 
clears—41@., laree moncnuclears—4%, eosinonhils—- 
1%, basophils—0%, transitionals—0%. Smears 
showed no change in the size or the staining prop- 
erties of the red blood corpuscles. There were no 


something 


malarial plasmodia and the platelets were appar- 
ently normal. 
The anesthetic used was drop ether. Symmetrical 


incisions were made, one on either side of the ap- 
pendage, joining superiorly and extend‘ng around to 
unite just posterior to the anus. The appendage 
was resected. The patient recovered from the opera- 


tion in good condition and the parents have not 
been seen since. 
Gross Descriprion or 'rHe Tati 
This sacro-coceygeal appendage is 7 em. 


long, 2 em. thick and tapers to a width of 2 
em. at the free extremity (Fig. 1, a and b). 
It is more or less rounded and covered with 
thick skin. There is a pocket in the extreme 
caudal end which may possibly correspond to 
the foveola coccygea. About 1 cm. anterior 
to this terminal pit there is another of the 
same general character, and there is a third 
small pit on the ventral surface. All of these 
depressions are lined with normal, moderately 
thick skin. About 3 em. from the tip and on 
the dorsum of the structure there is a groove 
or fold. It is about 1.5 cm. in depth and about 
3 cm. long and it is also lined with moder- 
ately thick skin. Other authors have noted 
such grooves. This leads us to think that we 
may be dealing with the same thing. We be- 
lieve that these grooves arise as the result of 
regressive changes in the connective tissue. 


Hisrotocy or THE Tat. 


The material was fixed in 10 per cent forma- 
lin. Portions were cut from the tail at repre- 
sentative places so as to give a complete his- 
tological section through the tail, and to give 
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the structure of the pits and groove. Celloi 
din sections were stained with hematoxylin 
and eosin, Weigert’s elastic tissue stain and 
with Mallory’s phosphotungstic acid-hema- 
toxylin. Considering the fact that the tissue 
was fixed in for malin alone, the results with 
the last named stain were very satisfactory 
in differentiating neuroglia fibers. The glia 
cells stained well in any of the above men- 
tioned stains. 





Fig. 3, A.—More highly magnified view of neuroglia. Hema- 


toxylin and ecsin stain. Magnification x 1000. 


B.—View of similar area stained with Mallory’s phosphotungstic 
acid-hematoxylin. x 1000. 


The epidermis, derma and subcutaneous tis- 
sue are normal with well developed hairs, se- 
baceous glands and underlying connective tis- 
sue. The skin is underlaid by a stratum of adi- 
pose tissue with many small arteries and veins. 
Beneath this adipose tissue occurs dense areo- 
lar tissue from which many trabeculae pene- 
trate toward the surface of the structure. 

The axial bulk of the appendage consists 
of neuroglia tissue. Many glia fibers and glia 
cells compose dense, thick cords (Fig. 3) in- 
termingling everywhere with the connective 
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tissue and apparently encroaching upon it very 
rapidly. The cells of the neuroglia are asso- 
ciated with fibers which stain sharply with 
Mallory’s stain. These cells are irregular in 
shape and vary from ovoid to stellate and fusi- 
form (Figs. 3, 4.) These cells have very little 
cytoplasm. In our specimen the neuroglia tis- 
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Fig. 4.—Typical neuroglia cells. 
of neuroglia fibers, 


sue has apparently grown proportionately 
with the growth of the child. 

This fact accounts for the great number of 
neuroglia fibers as well as cells. We find 
numerous neuroglia cells in various stages of 
atrophy and calcification (Fig. 7, ¢, d, e, f, g, 
h). This shows that the neuroglia tissue has 
heeun to involute, a characteristic of gliomas. 





5, a, b, c.—Degenerating neurocytes, probably the remains 
of a ganglion. Hematoxylin and eosin. x 1000. 


Fig. 


This process of calcification begins by a slight 
enlargement of the cell. Subsequently the cyto- 
plasm appears to fracture concentrically; at 
the same time the nucleus degenerates. The 
cell enlarges further and the nucleus finally 
mains of the neural tube offer exceptional pos- 
disappears. The cell is then a lamellated 
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structure with a relatively clear space in the 


center. These cells suggest the “brain sand” 
of the involuting epiphysis cerebri (pineal 
body). 


Gliomas occur only in the central nervous 
system and its outgrowths. The vestigial re- 
mains of the neural tube offer exceptional pos- 
sibilities for the production of gliomas, since 
very often the atrophy of the coccygeal vestige 
is incomplete. These persistent cells have the 
inherent capability of producing neuroglia tis- 
sue and occasionally give rise to gliomas over 
the coceyx and in the nose. 

We are unable to say at this time whether 
this glioma will reappear or not. Although 
gliomas show a tendency to infiltrate the con- 
nective tissue they do not attack the blood 
So far as is known no case of glioma 
of the brain has given rise to metastases out- 
side of the central nervous system. On the 
other hand a woman of forty-two, having a 
glioma over the coccyx, showed a recurrence 
which produced metastasis in the groin glands 
(Mallory). 

The glioma under discussion was as hard as 
a dense fibroma and was pearly grey in color. 
This corresponds exactly to the records of 
other sacro-coceygeal gliomas. Mallory says, 
“various retrograde changes may occur in 
gliomas—necrotic tissue may, instead of under- 
going softening, become calcified.” This agrees 
with our observations. 

We conclude that this appendage, which 
had the external features of a human tail, ac- 
cording to the classification of Bartels, Vir- 
chow and others, is no more than a coccygeal 
glioma. The finding of partially atrophied 
ganglion cells (Fig. 5, a, b, e,) as well as the 
fact that neuroglia must be derived from the 
central nervous system, presents strong evi- 
dence that we are dealing with a remnant of 
the neural tube, the medullary coccygeal ves- 
tige. This case is interesting because it proves 
that the medullary coccygeal vestige can give 
rise to a tumorous growth. It furthermore 
shows the necessity for the minute study of 
such anomalies. 


vessels. 


SUMMARY 

1. This caudal appendage comes under the 
classification of Bartels as a “free” tail and 
under that of Virchow as a “soft” tail. It does 
not agree histologically with the only other 
tail which has been given careful attention 
from the standpoint of microscopical analysis. 
It contains an irregular axial core of neuro- 
glia. 





612 VIRGINIA MEDICAL MONTHLY [December, 











Fig. 6, A.—Median longitudinal section of a 37 mm. human embryo (after 
Kunitomo). A. S. M. median sacral artery; ch. notochord; con. med. 
conus medullaris; Fil. t. filum terminale; symp. gang. sympathetic gan- " 
glion; med. sp. medulla spinalis; Rect. rectum; V. S. M. median sacral Fe 
vein, vent. t. ventriculus terminais; X characteristic fold in the wall 
of the spinal cord. 

“The specimen shows the transition of the atrophic spinal cord 
into a fibrous filum terminale. The terminal portion retains its lumen 
and persists as the coccygeal medullary vestige.’’ This vestige may be- 
come the source of a glioma as in our specimen. 


ngs 


B.—Median longitudinal section of a 52 mm. human embryo. Labels as in A. 
“At this time the terminal ventricle, filum terminale and the coccygeal 
medullary vestige are distinctly marked off from each other and their 
general adult characteristics attained.” (Kunitomo). 


2. The neuroglia tissue must of necessity E> 
have been of epiblastic origin. It signifies the ~ —-_ : 
persistence of the medullary coccygeal vestige “ 
in post-embryonic life. It demonstrates that 
this vestige may give rise to a neoplasm. 

3. The occurrence of a few partially atro- 
phied ganglion cells further supports the con- 
clusion that this is a persistent medullary 


coccygeal vestige. The appendage corresponds 
to Mallory’s description of a sacro-coccygeal => 
glioma. c 





4. We advance the theory that the calcified 
neuroglia cells may correspond to the “brain 
sand” of the involuting pineal body. 

5. The report of this appendage shows the 
necessity of making minute studies of such 
anomalies. 
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The authors desire to express their appre- Fig. 7, a, b—Neuroglia cells. ¢, d, e, fs, h, successive stages 
* 4s . in the transition from the typical glioma cel] to the atrophic 
ciation for the help extended to them by Dr. calcified lamellar type. Hematoxylin and eosin. x 1000. 
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IONIZATION IN THE TREATMENT OF 
SKIN DISEASES—PRELIMINARY 
REPORT.* 

By RUSSELL FIELDS, M. D., Washington, D. C. 
Ionization is a subject which should be of 
particular interest to the dermatologist. It 
offers a means of introducing medicaments into 
the skin with greater penetration than can be 
attained by ointments. Much has been written 
on the subject, with varying claims as to its 
efficacy. The purpose of this article is to 
record the results obtained in the University 
and Bellevue Clinic during the past six months. 

Ionization is based on the theory that all 
elements can be broken into their respective 
atoms. Many of these atoms can further be 
subdivided into ions. All ions carry a positive 





_*From the Department of Dermatology and Syphilology, 
University and Bellevue Hospital Medical College, Clinic of Dr. 
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or negative electrical charge. Not only ions, 
but groups of elements (molecules) may carry 
an electrical charge. By using a direct (gal- 
vanic) current, ions may be made to flow from 
one pole to the other, a fact which is clinically 
utilized in the application of ionization. Both 
cataphoresis and anaphoresis are included un- 
der the term ionization. 

The apparatus used consisted of a motor 
transformer operating on a direct current of 
one hundred and ten volts. If only alternating 
current is available, a motor generator must 
be used. The current produced was between 
forty and fifty volts and one to ten milli- 
amperes. A milliammeter and finely adjusted 
rheostat were also in the circuit. Sheet lead 
was used as the inactive pole covered by cotton 
and gauze saturated with physiologic saline 
solution. The active pole was made of copper 
covered with gauze soaked in the particular 
medicament to be used. The positive or nega- 
tive pole was connected with the active or in- 
active electrode depending upon the charge of 
the ion introduced. Leduc! found that be- 
tween one and two per cent solutions were the 
most effective, stronger concentrations not be- 
ing necessary. He also determined the depth 
of penetration and the quantity introduced in 
a given time. In my work three solutions have 
been used: one-quarter of one per cent iodine 
(Lugol), one per cent oxycyanide of mercury 
end one per cent solution of zinc sulphate. 

The active pole is applied to the area which 
is treated, and the inactive pole is placed in a 
convenient nearby position. For example, in 
treating pruritus vulvae and ani the inactive 
pole may be placed over the lower abdomen or 
the lumbar region. The inactive pole should 
be six to eight times larger than the active one. 
The current is increased gradually until a burn- 
ing sensation is produced. This is usually 
reached between seven and ten milliamperes. 
It is claimed, however, by the manufacturers 
of the latest forms of apparatus producing 
galvanic current that fifty milliamperes may be 
used without producing discomfort. What ef- 
fect such a high milliamperage would have on 
more complete ionization of the atoms I do not 
know. With a high milliamperage the time of 
application may be shortened. 

There is a possibility that the results of ioni- 
zation may be partly due to the current at the 
poles and not entirely to the medicament in- 
troduced. It is well known that the positive 
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pole liberates oxygen, produces an alkaline re- 
action, stops bleeding, hardens tissue and acts 
as a vasoconstrictor. The negative pole, on the 
other hand, liberates hydrogen, produces an 
acid reaction, increases bleeding (being a 
vasodilator), liquefies and disintegrates tissue 
and softens cicatrices. These effects of the cur- 
rent alone are an aid in the treatment of cer- 
tain skin conditions. Furthermore, the second- 
ary reactions which take place between the 
ions set free at the poles and the material of 
the pole may have some effect. Lewis explains 
this action very well in his work on ionic med- 
ication. 

My work has been confined principally to 
dermatologic affections which it seemed might 
be benefited by the introduction of a germicidal 
or a stimulating remedy. I have taken into 
consideration the physiological effects of the 
current of the poles, but have not relied on 
this alone. 

Nine different skin diseases were treated. 
In this small series of cases one hundred and 
eighty treatments were given from fifteen to 
twenty minutes each. 

The most encouraging results were obtained 
in pruritus vulvae, in which 62.5 per cent of 
the patients were entirely relieved of itching. 

In pruritus ani 40 per cent were very much 
improved, 30 per cent moderately, and 10 per 
cent slightly improved. 

Improvement was noted in one case of 
neurotic excoriations, one case of intertrigo 
and one case of chloasma. There was no re- 
sult in one case of eczema of the scrotum and 
one case of lupus vulgaris, although the latter 
disease has been successfully treated by Whit- 
field by ionization. 

The following few cases are illustrative of 
some of the results obtained : 

Case 1—Pruritus Vulvae: Mrs. G. W., age 
35, duration 4 years, first treated in 1926 with 
X-ray. Four 1 H. relieved her. She has 
been quite well until five months ago. Ioniza- 
tion 16 minutes, 1 per cent iodine (Lugol), 10 
MA at four-day intervals four times. Five 
months later, no recurrence. 

Case II —Pruritus Vulvae: Mrs. W., age 69. 
10 years’ duration, X-ray—thirteen and one- 
quarter units. No relief. Tonization 5 MA, | 
per cent iodine (Lugol), 15 minutes, five treat- 
ments, sedative at bedtime. No recurrence five 
months. 


Case III —Pruritus Ani: Mrs. G. C., age 
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49, duration 2 years, mild acute dermatitis 
around anus. Intense itching. Lugol’s 1 per 
cent, 10 MA, 15 minutes, six treatments. No 
recurrence six months. 

Case 1V.—Alopecia Totalis: Miss L., age 
25. Four years ago her hair fell out for the 
first time. It showed no signs of returning for 
one year. The second time it fell out was in 
January, 1927. Fell out gradually for nine 
months, and then suddenly stopped falling. It 
started to fall out January 1, 1929, and all fel! 
out in three or four weeks. When treatment 
was started, she was completely bald. Zinc 
sulphate, ionization 1 per cent solution, 15 
minutes, 2 areas, 10 MA twice a week, seemed 
to stir the growth up immediately. Five 
months later finds the hair growing in well. 

In treatment of pruritus ani and vulvae, a 
one per cent solution of iodine (Lugol) was 
used, reducing the strength at times to one- 
quarter of one per cent. In cases of pruritus 
associated with an acute dermatitis. a lesser 
concentration was used and weaker current ap- 
plied (usually from two to five milliamperes). 
In cases with lichenification or in pruritus 
with no demonstrable lesions, the usual one 
per cent solution of iodine (Lugol) was used 
with eight to ten milliamperes of current. 
Dermatophytosis was treated successfully in 
four cases. The introduction of novocain by 
ionization to produce local anaesthesia was 
tried without result.s On the other hand this 
was successful when one per cent cocaine hy- 
arochloride was used. 

In the management of cases treated by ioni- 
zation, full cooperation of the patient is essen- 
tial, and sometimes a mild bromide or amytal 
at bedtime is found to be helpful. ‘Treatments 
in pruritic affections may be given twice a week 
or even daily, depending on the amount of 
itching, and should be continued a few weeks 
after all symptoms have disappeared. Results 
were obtained frequently where X-ray had 
failed. The combination of phototherapy 
(mercury-vapor-are lamp) and ionization pro- 
duced results in one case where other measures 
failed. 

My results are similar to those of Oliver? 
who found that in 30 cases of pruritus ani, 25 
per cent were cured, 35 per cent much im- 
proved, with no improvement in 20 per cent. 
Buie* reported that 72 per cent of his patients 
obtained “sufficient relief to repay them for the 
time spent in taking the treatments.” Rolfe* 
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reported marked improvement in 12 of his 30 
cases. Montague’ who has had a wide experi- 
ence in this work believes that the treatment 
attains the desired results when properly car- 
ried out at regular intervals. 

From my limited experience it would appear 
that in the treatment of pruritus vulvae et ani 
(and possibly dermatophytosis) ionization is a 
method of value. 
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MALARIA.* 
By LEWIS C. LUSH, M. D., Richmond, Va. 

Malaria is a protozoan disease which affects 
man and certain species of anopheles mos- 
quitoes. It is characterized in man by parox- 
ysms of intermittent fever in the acute stage, 
and by cachexia, anemia and erilargement of 
the spleen in the chronic stage. 

Malaria is generally prevalent in the tropics, 
except in arid areas, and is endemic in many 
parts of the temperate zone during the warm 
season. It is endemic in the Southern States 
and in Southern Europe. Its distribution in 
the temperate zone is, however, gradually being 
reduced, and its seriousness in the tropics les- 
sened. At one time malaria was prevalent as 
far north as the New England States, but now 
it is rather rare north of Virginia and rarely 
reaches serious proportions in the states fur- 
ther south. 

The causative organism in malaria 
plasmodium, which is a protozoan parasite. 
Plasmodium falciparum is the causative or- 
ganism in estivo-autumnal fever, P. vivax in 
tertian, and P. malariae in quartan fever. 

The organism was first discovered in 1880 
by Laveran, a French army surgeon, and 
thought to be the cause of malaria. In 1885 


*Read before the Manchaster Medical Society on March 
5, 1929. 
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Golgi observed that the paroxysms of fever 
invariably coincided with the sporulation or 
segmentation of groups of the parasites in the 
blood. He also discovered a difference between 
the organisms in tertian and quartan fevers. 
In 1889 Marchafava and Celli found that the 
parasite of the severer form of malaria, name- 
ly, estivo-autumnal, was still a different para- 
site. 

The relation of malaria to insects was sug- 
gested by the old Romans, and revived by 
John Crawford, of Baltimore, in 1807. The 
belief that fever was transmitted by the bite 
of the mosquito prevailed widely in the West 
Indies and the Southern States. But it re- 
mained for Manson, who was influenced by 
the work of Theobold Smith in demonstrating 
the role played by the tick in Texas cattle fever, 
to formulate a clear and scientific theory of 
infection in malaria by the mosquito, Ross, 
in India, showed that the parasites developed 
in the bodies of mosquitoes, and demonstrated 
that the infection in birds was transmitted 
by mosquitoes, Then the role of the mosquito 
was definitely proven by Manson in his ex- 
periments where the disease was transferred 
to man by the bite of the mosquito, and by the 
results of the anti-malarial campaigns where 
the people were protected from mosquito bites. 

There are two separate stages in the life 
history of the plasmodium, a sexual and an 
asexual stage. The latter takes place in man 
who acts as the intermediate host and in whom 
in this cycle of its development it causes the 
symptoms of malaria. In the sexual stage the 
parasite lives and develops in the intestinal 
tract of females of certain species of the anoph- 
eles mosquito. 

In the asexual cycle the organism enters the 
blood from the bite of a mosquito and enters 
a red blood cell where it grows until it has 
reached its full size. It is an amoeboid body 
which fills or distends the corpuscle when fully 
developed. At this time it divides into a num- 
ber of small hyaline bodies, known as mero- 
zoites, and the corpuscle ruptures, freeing them 
into the blood stream from where they in turn 
enter corpuscles and repeat the cycle. This 
cycle takes from twenty-four to forty-eight 
hours in estivo-autumnal malaria, forty-eight 
hours in tertian, and seventy-two hours in 
quartan, The paroxysms of fever are due to 
the toxins liberated, when great numbers of 
corpuscles rupture, liberating the merozoites 
and their waste products of metabolism. 
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Beside the amoeboid bodies which pass 
through the asexual cycle, there are present 
with them some individuals with sexual prop- 
erties which are gametocytes, male and fe- 
male. These are slower growing and do not 
sporulate. When these forms are ingested by 
the mosquito, the female gametocyie is fer- 
tilized by the male and forms a zygote which 
penetrates and becomes encysted on the intesti- 
nal wall of the mosquito. After about two 
weeks this cyst ruptures, liberating many 
sporozoites which migrate to the salivary 
glands of the mosquito and are ready to be 
injected into man to start the asexual cycle 
over again. 

When a mosquito is infected, it is probably 
infected for life. That is the few that have 
been kept under observation have been found 
to be. One was found to be infectious for 
ninety days, when it died. Most mosquitoes 
die or are destroyed before they are two weeks 
old. 

As you will note, the plasmodium causes a 
pathological condition in the mosquito as well 
as in man. Dr. Alessandrini, of Rome, be- 
lieves that mosquitoes have a certain resistance 
to malaria which varies with their nutrition 
in the larval stage. He says in part: “Malaria 
in its extension and severity is in inverse re- 
lation to the organic resistance acquired by 
the anopheles during its larval state.” 

Here in Virginia tertian malaria is the most 
prevalent, probably being about 60 per cent 
of the malaria, Estivo-autumnal accounts for 
practically 40 per cent. The quartan is negli- 
gible. In the tropics estivo-autumnal is the 
most prevalent accounting for approximately 
69 per cent of the cases on the Canal Zone. 
Quartan accounts for less than 1 per cent, 
leaving only about 30 per cent due to tertian 
organisms. 

The incubation period of malaria, from the 
time a person is bitten until the first paroxysm, 
varies with the person’s natural resistance, his 
physical condition and the number of the in- 
fecting organisms delivered by the mosquito. 
It is usually about ten days, varying from one 
and one-half to fifteen days or more. 

In typical malaria the paroxysms come every 
forty-eight hours in tertian, every seventy-two 
hours in quartan, and in from twenty-four to 
forty-eight hours in estivo-autumnal malaria. 
As the disease continues untreated, the parox- 
ysms are apt to become longer and lose their 
regularity. Also in mixed and multiple in- 


VIRGINIA MEDICAL MONTHLY 


[December, 


fections the paroxysms are apt to lose their 
periodicity. 

In typical malaria the patient generally 
knows when he is going to have a chill by the 
preceding unpleasant feeling. The typical 
paroxysm itself is divided into three stages— 
the cold. the hot, and the sweating stage. 

In the cold state the temperature begins to 
rise and may reach 105° or 106°, but the skin 
is cold. The patient looks and feels cold; he 
shivers and shakes the bed. His teeth chatter. 
He has headache. The pulse is quick and 
small, There is an increase in the urinary out- 
put, and there may be nausea and vomiting. 
After from ten minutes to an hour or more 
the patient has flushes of heat. The skin be- 
comes florid and hot. The pulse becomes full 
and bounding. The headache continues and 
throbs, and there may be delirium. After 
from one-half to three-quarters of an hour of 
this, the patient begins to sweat. The sweat- 
ing may be only slight or very profuse and 
drenching. In this stage the patient’s dis- 
comfort disappears, the headache is relieved, 
and the patient usually sinks into a refreshing 
sleep. 

In between the paroxysms the patient may 
feel normal except for some weakness. As a 
rule the quartan paroxysms are milder than 
the tertian, and the estivo-autumnal parox- 
ysms more irregular, with a longer febrile 
stage. As a rule, estivo-autumnal malaria is 
the most severe form as the paroxysms come 
oftener and last longer, thereby giving the pa- 
tient less time in which to recuperate and raise 
his resistance. 

In the atypical case of malaria one may find 
most any symptom. One may find the or- 
ganisms in the blood of a person who is enjoy- 
ing good health and presenting no symptoms 
or signs of the disease other than the parasites. 
Then the patient may show only slight weak- 
ness and malaise with no fever. Or he may 
show a continued high fever with only slight 
remissions. 

Osler describes an algid form of malaria, in 
which the symptoms are chiefly gastro-intesti- 
nal in form, with nausea, vomiting and diar- 
rhea. There may be a continued high fever, 
or none, with the patient feeling chilly occa- 
sionally. In this form the urine is scant, due 
to the diarrhea and vomiting, and the pulse is 
feeble. The G. I. tract in this form is the 
seat of a special invasion of the parasites, and 
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at times the capillaries are thrombosed by them 
giving small ulcers and necrotic areas. Death 
is not infrequent. 

In the cerebral form we have the symptoms 
of cerebral irritation, hyperactive reflexes, ir- 
ritability, delirium, and coma; or, there may 
he transient paraplegia, peripheral neuritis 
and acute ataxia. In the cerebral form the 
temperature is usually high. The symptoms 
and signs are due to three things—the fever, 
toxins, and thrombosis of the cerebral capil- 
laries, by masses of parasites. Death in this 
form is also not infrequent. 

Then we come to another condition, classed 
by American writers as a form of malaria, 
namely, black water fever, or hemoglobinuric 
fever. This condition is characterized by 
paroxysms of hemoglobinuria, accompanied by 
rises in temperature. The color of the urine 
varies from a red tinge to black, and the blood 
serum from pink to brown. There may be 
suppression of urine, and the patient may die 
of uremic symptoms or from cardiac exhaus- 
tion. The death rate in this condition is high, 
ranging above 20 per cent. There are many 
reasons for believing black water fever to be 
due to malaria, among them, the distribution. 
[t is always found only where malaria is 
found, it has a seasonal incidence, the peak 
following the peak in malaria, and the racial 
susceptibility, like malaria, is highest in the 
whites and lowest in the blacks. But proof 
that malaria is the real cause is lacking, in 
that the organisms of malaria have been found 
in only about 50 per cent of the cases that have 
been studied. The Americans believe that the 
cause is malaria plus and individual suscepti- 
bilitv. The role played by quinine is ques- 
tionable, since people have black water fever 
who have never taken quinine, The Latins be- 
lieve that there is some other factor in the 
cause of black water, probably an unknown in- 
fection. Whitmore has recently demonstrated 
what he believes to be a family susceptibility. 
Whether his findings are due to a suscepti- 
bility or to an infection, as suspected by the 
Latins, remains to be proven. 

The course of malaria varies with the indi- 
vidual patient. There may never be any symp- 
toms, or the disease may become malignant 
and go on to a speedy death. Some cases peter 
out after from ten to fourteen days and get 
well] even without treatment. The case may 
get apparently well, and then relapse. This 
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relapse may be at any time within a year or 
more, usually coming on when for some rea- 
son the patient’s resistance is low. There is 
a tendency for the disease to go on to chronic- 
ity, if untreated, causing anemia, and in many 
cases hematogenous jaundice, and an enlarged 
spleen. 

Diagnosis: The only sure diagnosis is to find 
the organisms in the blood. In the acute stage, 
this is usually easy, just preceding the parox- 
ysms. But in the chronic and atypical cases, 
resort often has to be made to repeated thick 
smears to find the organisms. In the typical 
case, a fairly reliable diagnosis can be made 
from the history. Reliance on the enlarged 
spleen is of little value even in heavily in- 
fected areas, as only a small percentage of the 
malarias give a palpable spleen. And, too, 
there are so many other conditions that cause 
enlargement of the spleen. 

Malarial Control; Any program for malarial 
control must be directed towards mosquito de- 
struction and the care of human carrier, The 
first is a public health or sanitary problem, 
consisting in the draining of breeding places 
where practical, and the use of larvicides, such 
as oil and paris green sprayed on the breed- 
ing places that cannot be drained. What can 
be accomplished by sanitation has been ad- 
mirably demonstrated in our Canal Zone, 
which was known as the white man’s grave 
before the advent of the Americans. Now 
it has a death rate lower than Continental 
U. S. The malaria rate in the Canal Zone in 
1906 was 821 per 1,000 employees. In 1926 
it was 16. Deaths from all causes were 50 per 
1,000 in 1906, and 8.5 in 1926, being only 3.3 
per 1,000 among the white American em- 
ployees. 

Now, coming to the handling of the malarial 
patient, they should be protected by screens 
from mosquitoes which they might infect. In 
the acute stage patients should be put to bed 
and kept there as long as febrile. They should 
be given a laxative and put on a light nutritious 
diet. During the chill they should be covered 
with blankets and hot water bottles applied. 
In the hot period following the chill, an ice- 
cap is indicated as in any other high fever. 

Medication: Quinine, the value of which the 
South American Indians discovered and passed 
on to the Spanish, who in turn passed it on 
to the rest of the world, is listed as one of our 


few specific drugs. But, unfortunately, it is 
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not 100 per cent perfect. We know that cases 
will relapse after weeks of intense treatment, 
and that gamites can also be found after weeks 
of treatment, and cases have been known to 
succumb to malaria while on a prophylactic 
dosage of 10 grains of quinine per day. Qui- 
nine, while being specific against the ring forms 
of the parasite in the blood, seems to favor and 
hasten the formation of gamites against which 
it has little effect. While not being perfect, 
quinine still remains our best remedy in the 
febrile stage of malaria. It should be given 
in an effective dosage. The Canal Zone rou- 
tine dosage, based on the observations on an 
active service for more than twenty years, is 
20 grains by mouth on diagnosis, and 10 grains 
three times daily until afebrile--then, from 
20 grains to 5 grains per day for six weeks 
after they have become afebrile. This qui- 
nine is given in solution. Here in Virginia, 
with our usually mild malaria, such large dos- 
age over such an extended time may not be 
necessary. But we must remember that when 
a malarial patient is afebrile, he is not neces- 
sarily well. He may relapse or his blood may 
be full of gamites, making him a dangerous 
carrier. 

Quinine should be given orally whenever it 
is tolerated, but, as it often happens, the pa- 
tient is vomiting and will retain nothing in 
the stomach. Then the intra-muscular method 
of administration should be resorted to, from 
15 to 20 grains of the dihydrochloride being 
given in from 3 to 5 c.c. of sterile water. This 
should be repeated in 10 grain doses from two 
to three times a day until the drug is tolerated 
by mouth. More than three doses intramus- 
cularly is rarely needed. Aseptic precautions 
should be observed as quinine is itself an irri- 
tant and is prone to cause abscess formation. 
Massage over the site of injection will hasten 
absorption. 

Quinine intravenously is rarely indicated. 
It is only justified in malignant cases of algid 
or cerebral malaria where a few minutes saved 
may decide the course of the disease. When 
given, from 5 to 15 grains in at least 300 c.c. 
of sterile saline solution should be given slowly. 
There are too many cases on record where the 
patient has died in from ten to twenty minutes 
after receiving quinine intravenously to give 
it indiscriminately. The intravenous method 
will get quicker results due to the greater con- 
centration of quinine in the blood. The dan- 
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ger of this method also lies in this greater 
concentration. When a patient is already 
weak, toxic, and desperately ill, the depressant 
action of a large concentration of quinine may, 
and often does, prove to be the last straw. 
Contra-indications for the use of quinine in 
malaria are few, if any, excepting an indivi 
dual intolerance for the drug. Some patients 
do not tolerate it even in small doses, getting 
up the toxic symptoms of headache, dizziness, 
ringing in the ears, emesis and, at times, coma, 
Within the last few years the Germans havi 
put out a new synthetic drug, plasmochin, 
which is proving to be a valuable remedy in 
the control of malaria. The Medical Depart- 
ment of the United Fruit Company, which has 
had practically a monopoly on the plasmochin 
sent to America, has carried on a rather exten- 
sive research in the use of this drug for the 
last three years. Others have made some ob- 
servations on the use of this drug, ut on a 
much smaller scale. They have found that the 
drug is effective against the tertian ring forms 
in the blood, but not against the estivo-an- 
tumnal ring forms, Its greatest usefulness, 
however, consists in its seeming specificity 
against gamites, both estivo-autumnal and ter- 
tian, against which quinine has so little ef- 
fect. They find that the blood is usually free 
of gamites in from six to eight days of treat- 
ment with plasmochin. An intensive course 
of quinine will usually clear the blood of ring 
forms in from six to eight days, and they find 
that, by combining plasmochin and quinine, 
the blood can be cleared of both forms of the 
parasite in from six to eight days in practi- 
sally all of the cases, thus doing away with 
the necessity of giving quinine over an indefi- 
nite time, and reducing the danger of turning 
loose symptom free carriers. Plasmochin is 
put up in two forms, plain tablets containing 
1/3 grain plasmochin, and plasmochin com- 
pound tablets containing 1/6 grain plasmochin 
and 2 grains of quinine. It is given to adults 
in 1/3 grain doses three times daily for from 
six to ten days. The greatest drawback to 
this drug is its toxicity. Toxic symptoms are 
prone to occur if its use is persisted in longer 
then ten.days, often sooner. The use of qui- 
nine with it seems to reduce its toxicity. The 
toxic symptoms are prostration, jaundice, and 
cyanosis. This is not a true cyanosis but a 
discoloration of the blood serum due to cell 
destruction. Plasmochin should be used only 





a eee 





i) 


““ 





as SS 





1929] 


when the patient is under medical supervision. 

Besides quinine and plasmochin, cardiac 
stimulants may be needed in severe cases of 
malaria, and most patients will be benefited 
by a good tonic after a spell of malaria. 


SuMMARY 


Malaria is due to three forms of a protozoan 
parasite which are dependent on two hosts for 
their existence, man and certain species of 
anopheles mosquitoes. 

To get rid of malaria, we have but to get 
rid of either mosquitoes or to cure all cases 
of malaria. Mosquito destruction is a sani- 
tary problem and should be persisted in for 
comfort as well as health. 

The cure of the malarial patient is a medi- 
cal problem. We now have two useful drugs 
for treating malaria—quinine, which will de- 
stroy the ring forms of the parasite that cause 
the fever and plasmochin which will destroy 
the gamites which cause relapses and which in- 
fect mosquitoes. 


3115 Hull Street 





AN OINTMENT SYRINGE. 


By J. B. H. WARING, M. D., Cincinnati, Ohio. 

“Necessity is the mother of Invention” is a 
time worn phrase; but often the word “de- 
sirability” may be substitued for the more 
positive term “Necessity.” 

In a good many cases, where it was desired 
to apply an ointment to the upper portion of 
the nasal cavities, it was a difficult thing to do 
with the ordinary swab loaded with ointment. 
Usually most of this was wiped off on the 
septum or turbinal bodies in the upward pas- 
sage of the swab or applicator; so that little if 
any ointment ever reached its desired desti- 
nation, 

Primarily to remedy this deficiency in our 
armamentarium, the below illustrated ointment 
syringe was devised. Borrowing from our 
friends of the garage, the commonly used 
“orease gun” for automobile lubrication was 
appropriated as a basis; and with the substi- 
tution of a threaded receiving nozzle for the 
ordinary grease gun connection, plus a small, 
fine calibered, flexible silver canula with 
bulbous tip, our outfit was complete. So great 
is the force required to squeeze ointment 
through such a fine long tube, that manual 
manipulation of the grease syringe was out of 
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the question; hence, resort to screw mechanics 
to develop the necessary power. 

Where used for intra-nasal application of 
ointment, the ointment syringe is filled with 
the desired ointment, and with the aid of 
head mirror and a self-retaining nasal specu- 
lum, the tip of syringe canula is carried un- 
der direct inspection to whatever portion of 
the nose desired; and with the syringe steadied 
in position with one hand, a few turns of the 
piston handle forces ointment out in a steady 
fine stream to the desired amount. Reverse 
turning of the piston handle stops the flow. 





Ointment syringe. 


In this way ointment may be applied with 
ease and efficiency to any desired portion of 
the nasal cavities; and if desired, through the 
natural openings, into antrums, sphenoids, 
ete. Ointment for this use should not be too 
stiff; but almost any nasal ointment formula 
may be employed. 

In the same manner, ointment may be ap- 
plied to the ears; throat; urethra; uterus; rec- 
tum; fistulous tracts and sinuses in any part 
of the body. Aside from the special canula 
for intranasal application, the syringe may be 
procured with a variety of the special tips 
as used with the ordinary liquid using syringe. 

In our work, the little device has proven of 
much value, and it is hoped that others may 
find it equally useful to them. 

7 Hast McMillan Street. 





WHY THE HEALTH OF THE U.S. NAVY 
CANNOT BE COMPARED WITH 
CIVILIAN HEALTH AND OTHER 
MILITARY INSTITUTIONS. 


By W. ARMISTEAD GILLS, M. D., Richmond, Va. 
U. S. Navy (Retired). 


Among those who have been interested in 
my investigation of health conditions in the 
U. S. Navy have been members of the naval 
affairs committees in both House and Senate, 
civilian physicians, editors of various periodi- 
cals, and the every-day man in the street. 
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The most frequent inquiry has been, how does 
health in civil life, and that of the English 
Navy, compare with the health of the United 
States Navy? This is but a natural inquiry, 
and one of great importance to humanity, 
economy and defense; therefore, I have made 
a careful study of the facts in the case, which 
I shall attempt to present, not from a stand- 
point of science and the exhibition of median 
rates, percentages per tens of thousands, etc., 
which are vague to most persons, but a pre- 
sentation of fundamental conditions in order 
to get at the reasons fer preventable sickness 
in the Navy, that they may be appreciated 
by the layman, with the idea of remedying the 
underlying factors. 


CoNDITIONS IN THE U. S. Navy. 


Reckoning the education of our officers as 
uw whole, the advantages and attractions ad- 
vertised to the prospective sailor, including 
military discipline, physical exercises, 
lected subjects, with the financial and moral 
support of the greatest nation on earth, with 
the sole objective of the Nation’s security— 
these are among the auspicious reasons why 
our Navy should excel in health over any in- 
stitution—either civic or military. We com- 
mence with selected men—the flower of Ameri- 
can manhood—mentally, physically and mor- 
ally fit, accepting perhaps only thirty per cent 
of those who offer at recruiting stations, and it 
is our sole business, not only to elevate health, 
but teach the recruit his profession—seaman- 
ship. Navy medical officers are not responsi- 
ble for the health of infants, children, women, 
old men and cripples. The Government fur- 
nishes such equipment as instruments, books, 
office rent, licenses, taxes, and no bills to col- 
lect; nor do they have to visit the sick over 
a large territory—the patients are not sought. 
but assigned, to barracks and hospitals under 
military authority. Our paymasters never 
plead hard times! It matters not whether we 
are traveling, taking a special course of in- 
struction, on the sick list, or on leave of ab- 
sence, the taxpayer pays the bills. When the 
ranks have been depleted on account of dis- 
ease, disability, and death, we advertise for 
more recruits, and enter the statistics in the 
annual health reports, without a sufficient ac- 
countability to the people, publicly. During 
recent years, the quota of both sick and well, 
to each Navy doctor, has been 131 men, more 
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or less. In 1928, there were 68,674 patients 
on the sick list. 


Conpitions in Crvit Lire. 

The civilian physician, especially in rural 
life, covers a large territory and his clientele 
not only extends to all classes and ages, but 
it also includes the seventy per cent who were 
rejected at recruiting stations as unfit for 
military duty and the thousands who were 
“invalided” back to civil life, with sickness 





and deaths thereafter—not charged to the 
Navy. One doctor serves every 700 people. 


Physicians not only have to furnish their own 
equipment, but collect their own income and 
do charity work. Inspections for cleanliness 
are done by sanitary inspectors—not cloctors. 
Private practitioners, city and state health 
cflicers, discuss the civilian’s health, publicly. 
Doctors are not required to attend court, un- 
less expert testimony is given. When sick 
sailors desert, they seek civilian physicians, 
and the sickness is charged to civil life. <A 
civilian «doctor practices at the bedside 
throughout his entire active career. Indus- 
trial plants seldom require a physical exami- 
nation before employment. 


Inspections, Reviews aNd EXAMINATIONS. 

In civil life, the post office inspector, bank 
examiner, narcotic investigator, and packing 
house expert, make unannounced visitations, 
and when the civilian has violated the Federal 
laws, he is not only haled to court, but the 
proceedings are published. The fleet review, 
street parade, presentation of silver services 
to battleships, from which the public make 
their deductions as to health, not only repre- 
sent the survival of the fittest, but such visi- 
tations are announced in advance, when every- 
thing is made “ship-shape” for the “inspec- 
tion party,” which include governors, congress- 
men, admirals, taxpayers. Our stewardship 
will be found in public documents. The sail- 
ors who have been separated on account of 
disease, disability, desertion, dishonorable dis- 
charge, and death, no longer wear the uni- 
form, to attract attention. The industrial 
plant disposes of its by-products to advantage; 
our separations become liabilities on the pen- 
sion roll. Within a period of nine years, we 
have “invalided” 39.508 of our selected sub- 
jects back to civil life. 
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Crvin Heatru its INcoMPARABLE WitTH 
Minirary SErRvVICEs. 
Rear Admiral E, R. Stitt, Surgeon General 
('. S. Navy, stated in his 1926 report, page 2, 
to Secretary Wilbur: 


Wry 


“IT instituted comparisons . analytical study 
go! our personnel roster, in conjunction with those 


ot other military services and of civilian institu- 
tiens . . . it must be admitted that all com- 
parisons are untrustworthy, because of differences 


in organization and in the nature of service, or in 
conditions under which service is rendered 4 

The U. S. Naval Medical Bulletin for De- 
cember, 1925, page 273, upon 
nendation of the Surgeon General U. S. Navy 
and by direction of the Secretary of the Navy, 
x board of officers were convened to study the 
venereal disease problem of the Navy, and 
here is an excerpt from the board’s findings: 


says, recom- 


‘The board is loath to consider comparisons je- 
tween the vital statistics of the Navy and other 
military and naval organizations, because it has 
no evidence that the statistics available have been 


collected under similar conditions and compiled by 
comparable statistical methods.” 


The U. S. Naval Medical Bulletin, May, 
i025, incident to inoculation of antityphoid 
vaccine, which is required upon entering the 
(. S. Navy, has this to say: 

“Commander C. G. Smith, Medical Corps, U. S. N., 
made the following remarks: ‘ recruits, who 
ere young, unhardened boys, resistance to disease 
aiter inoculation is probably much lowered : 
Commander Smith has had extensive experience in 
dealing with recruits . . His judgment that 
inoculations may affect adversely the resistance of 
susceptible recruits and pave the way for successful 
invasion of the tissues by the causative micro- 
rganisms of diseases of the respiratory type is cor- 
roborated by observations made at the U. S Naval 
Training Station, Great Lakes Pas 


I wrote to the Medical Director General of 
the English Navy, on October 7, 1927, inquir- 
ing whether the English sailor was inoculated 
or not? I was informed on October 18, 1927. 

. persons entering the British Navy 
are not required to be inoculated against 
enteric fevers on entry .. .” 

In spite of the official statements disclosed, 
Surgeon General Stitt sent a special message 
to the House Naval Committee, with the as- 
surance of “excellent health in the Navy,” 
making a comparison of the sickness in our 
Navy with that of the English Navy. 

This special message, a reaction to my three 
years’ propaganda over the radio and from 
the platform about ill health in the Navy, 
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vas done to prevent me from testifying be- 
fore the Naval Committee concerning a sub- 
ject which should be definitely settled, as both 
of us cannot be in the right. Admiral Stitt’s 
assurance not only cancels his own distressing 
appeals for improvement, but it also cancels 
the pleas from the ablest officers in the medi- 
cal corps, who have prayed for changes. 

Admiral Stitt made a distressing plea to 
Secretary Wilbur for 136 more Navy doctors, 
which, he stated, had been needed since “May 
16, 1923,” and continues that this shortage of 
doctors “gives rise to grave anxiety.” These 
“additional medical officers” have never been 
secured, due to a lack of legislation. 

If this shortage gave “rise to grave anxiety” 
in 1926, when our personnel was 115.391, with 
61,392 on the sick list, how could it be possi- 
ble, two years later—1928—to boast of “ex- 
cellent health” when our personnel was the 
same in 1928 as it was in 1926, and the num- 
ber on the sick list had advanced to 68,674, 
und we had not obtained the “additional” 
coctors ? 

To such of my charges as: 

“There is too much sickness in the Navy due to 
an antiquated system,’ and that ‘naval training 
stations are mere death traps,’ Surgeon General 
Stitt’s defense was: “Truly a serious charge, and 
one that, if true, would be just cause for criticism. 
Fortunately, it is not true.” 


I have never made a statement which I 
could not prove. What would happen if a 
state health commissioner were to deliberately 
endeavor to thwart the efforts of a subordinate 
health officer, who, from the kindness of his 
heart, was trying to save the people millions 
of dollars, and human life? My undertaking, 
although within the Constitution, is no more 
obligatory upon me, as a retired officer, than 
any other citizen. 


Why Excessive Navy Sickness. 
Recalling that the span of human life has 


sdvanced thirty-seven years within four hun- 
dred years, due to preventive medicine, all 
things considered, the sickness in our Navy 
is excessive for a first line of defense. This does 
not rest at the door of individual Navy medi- 
cal officers, for we have medical officers who 
are leaders—the fault exists with the system. 

There is no annual physical examination 
given the enlisted man to discern disease be- 
fore it advances, and too many complainants 














622 


ure returned to military duty without being 
given the benefit of the doubt. One reason 
for this is that the medical officer is required 
to sit on court martials where expert opinions 
are not necessary; besides, he must execute 
many other non-professional duties, too 
lengthy for review. 

I believe it is unwise to commission recent 
graduates of medicine who have had neither 
hospital nor private practice, with the view 
of earning retirement after thirty years’ 
service. Aside from a lack of practical knowl- 
edge of disease recognition, youth cannot ap- 
preciate great responsibility. Assured in- 
comes, military rank and lack of public health 
discussions are among the factors which tend 
to destroy initiative. It is a matter of official 
record that certain ranking naval medical 
officers do not want the Navy’s health dis- 
cussed publicly. I hold the proof. From 1926 
to 1928, inclusive, 123 Navy doctors have re- 
signed their commissions. 


Wuat ts THE Remepy? 

While I have worked out in detail how we 
can rectify the conditions, they are too lengthy 
to relate in such a brief paper, but here is 
the case in a nutshell: Medical officers should 
not be commissioned until they have had ade- 
ouate training in civil life, and should be re- 
quired to devote their entire time to the field 
of preventive medicine, enlist men _ physi- 
cally fit, and give them an annual physical ex- 
umination. But in order to attract the best 
doctors to the Navy, the system must be 
changed. Remove the three principal rea- 
sons—inadequate pay, abuse of the junior offi- 
cer at the hands of certain senior officers, and 
employ clerks and business men, in order that 
the doctor may prevent disease and cure un- 
avoidable sickness. Instead of rendering the 
annual health report to the Secretary of the 
Navy, who is not a medical officer, place it 
in the hands of an untrammeled commission 
of doctors, who would discuss Navy health 
with Congress, and see that public health 
laws are enforced. This is an economic meas- 
ure, in addition to the relief of unnecessary 
human suffering; besides. it would give us 
an adequate first line of defense. We do not 
need more doctors. What is urgently needed 
is an adjustment of the system, and, that this 
may be brought to a successful issue, every 
self-respecting citizen should not only write 
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his Congressman, but President Hoover, who 
is much interested in both health and law en- 
tercement, 

3014 West Grace Street. 








Lock Out for Tularemia. 
RicuMmonp, Va., 
NoveMBer 21, 1929. 
To Virernta Docrors: 

The hunting season is now open, consequently 
we would ask you to look out for cases of 
tularemia during the next three months. Be- 
low is given a brief description of this disease: 

Source or Disease: In Virginia most of the 
cases are contracted from handling rabbits. It 
should be remembered, however, that the dis- 
ease may be contracted from squirrels and also 
from ticks. 

Course or Disease: The incubation period 
is short, usually twenty-four hours. The onsef 
is sudden, manifested by chills, headache, body 
The febrile 
period lasts from two to three weeks. 


pains, prostration and _ fever. 


Primary Lesion: In most cases the primary 
lesion is a papule which later breaks down, 
In other cases the disease 
begins with a severe conjunctivitis. A few 
The glands 


forming an ulcer. 


cases show no primary lesion. 
which drain the site of infection are painful, 
swollen and tender. Only the regional glands 
are involved. 

Morratity: In a series of 654 cases studied 
by the U. S. Public Health Service there were 
twenty-four deaths. 

Laporatory Dragnosis: At the end of the 
second week it is possible to make the diagnosis 
by the agglutination test. When laboratory 
help is desired, kindly send 5 c.c. of blood taken 
at the end of the second week. 

Kindly report all suspicious cases and notify 
us if you want consultation. 

Ennion G. WILLIAMs, 
State Health Commissioner. 
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President’s Message 





As we all know, the Legislature of Virginia 
The Medical So- 


ciety of Virginia, however, has ‘no special 


will meet again this winter. 
legislation to request. At its last session the 
Legislature passed what seems to be an effi- 
cient Medical Practice Act, so the State Board 
of Medical Examiners has nothing to suggest 
The State Department of Health, 
while desiring some increased appropriations 


this year. 


and changes in the law to allow improvement 


in its operations, does not feel the necessity 


of getting our Medical Society to actively 
cooperate, At the same time, as is always the 
case, the Department desires the approval and 
cooperation of all members of the Medical Pro- 
fession. 

In times past it was found better to talk to 
the members of the Legislature in regard to 
the and 
therefore I feel that it would be well for the 
different members of the Society to inform 


medical problems before session, 


in the State Senate and House 
that the Medical Profession is 
to let this year and 
to give the present Medical Practice Act time 
really to be tried out. 


their friends 
of Delegates 
only asking be alone 
As has been the case 
for vears, this Act merely requires that every- 
one, who wishes to practice the Healing Art 
on the citizens of Virginia, should have suffi- 
cient preliminary education and have given 
the recognized amount of time to professional 
This standard to the 
wishes of the State Board of Education and 
to what is accepted as proper throughout the 
We 


merely ask for the protection of the citizens 


education. conforms 


United States and the civilized world. 


and that everybody, including ourselves, should 
live up to a recognized standard of educational 
requirements. 

While the State Department of Health is 
not asking the support of the Medical Society, 
I feel that the individual doctors should be 


tremendously interested in one proposal of the 
Health Commissioner. He is proposing to ex- 
tend the State care of tuberculosis cases by 
paying a part of their board in properly run 
local sanatoria, He is proposing this instead 
of trying to enlarge the present State Sana- 
toria, which are now nearly as large as they 
of the De- 


local com- 


should ever be. The main purpose 
partment of Health is to help the 
munities take care 


of the advanced cases, who 


are now spreading infection among their chil- 


dren. These cases frequently have to be kept 
in an institution for a long time, and now in- 
de“nitely fill wp beds in our present sanatoria 
which should be used for apparently curable 
cases. 


The plan would save the State money 


because it would be relieved of the cost of 
luilding extra pavilions at the sanatoria, and 
at the same time would cut in two the cost 
of caring for the patients by the municipali- 
ties. 

This plan appeals to me, an old TB worker, 
as a great step in advance, for the old open 
cases of TB now prove the greatest source of 
infection and one which we have long been 
to eliminate. I feel that all 


firhting our 


medical men are interested in reducing the 
amount of tuberculosis in Virginia and can 


well say a good word for our Health Commis- 
sioner, and try to get for him the necessary 
authority and appropriation to put this meas- 
The State Health Commis- 


sioner has expressed himself as earnestly de- 


ure into effect. 


siring the cooperation of the Medical Profes- 
sion. His work is recognized all over the 
United States and anything that we can do 
to aid him in improving his work, as in the 
plan mentioned, is really incumbent upon those 
medical men who are trying to put Virginia 
again in the first rank among the States. 
Cuartes R. Granpy, M. D. 
President, Medical Society of Virginia. 





. 
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Local Extension Work 


In Graduate Medical 
Education In Virginia 


This section of the Journal will be devoted 
hereafter to news items regarding the local Ex- 
tension Courses in Graduate Medical Educa- 
tion by the Medical Society of Virginia 
throughout the State. 

This endeavor to provide continuous Medi- 
cal Education to all of its members is based 
upon the Report of the Committee on Medical 
Edueation and Hospitals, which was approved 
and ordered to be put into effect by the House 
of Delegates, and which was published in the 
November issue of the Monrury. 

The first meeting to formulate this work 
was held in the Society’s offices on December 
4th, and a full report of its action at that time 
will be published in the January issue in this 
section, 

This educational program is, and will be for 
sometime, developmental, and necessarily slow 
in its application, but its need must be known 
and felt by every physician who desires to en- 
large his own professional equipment and per- 
sonal usefulness to his patients. 

Tt is, thus, a double obligation, and an un- 
usual opportunity for mutual service. 

The papers printed below were read in the 
general meeting of The State Society at its 
last annual meeting, and were devoted to a 
discussion of this subject. 
Some Suggestions for Diagnostic Clinics and 

Current Clinical Reviews in the Society’s 

Post-Graduate Work.* 

By J. ALLISON HODGES, M. D., Richmond, Va. 

Graduate Medical Education is already 
being provided for in some states in a variety 
of ways. 

The most popular methods have been first, 
the establishment in large medical centers of 
independently organized teaching units, where 
the training of the specialist is the basic idea 
in education; second, the use of city and com- 
munity hospitals, where sporadic efforts have 
been made to keep the visiting physician 
abreast of advancing knowledge; and third, 
extension medical and clinical courses spon- 
sored by state universities or intermittently by 
State Medical Societies, through their com- 
ponent county and group societies, where the 
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medical practitioners are taught in their own 
communities to consider subjects in which they 
have a common interest, such, for example, as 
physical diagnosis, diseases of children, minor 
surgery, dry clinics, laboratory work, obstet- 
rics, ete. 

The whole matter is a rather recent idea, 
and is still in the evolutionary stages, and it 
is this latter phase of continuous medical teach 
ing of general prcatitioners in their own lo 
valities that will be discussed. 

Some of the methods in use have been em 
ployed already in this State, notably, the an 
nual programs of the State Society, the Post 
Graduate Courses of the Medical Colleges. 
and the Clinical meetings of Component and 
Group Societies. I would not criticize the an- 
nual programs of our Society, which contain 
many valuable scientific contributions, but the 
method is more or less rigid and static, and 
does not reach nor teach practically the mass 
of practitioners in our State. This method is 
especially valuable as an adjunct, however, 
and should be retained and, in some respects, 
made more concentratedly practical and clini- 
cal. The dissensions, likewise. are often of 
little value, whereas they should be the best 
methods of practically applying the subject 
matter of the papers. 

The Post-Graduate Courses already insti- 
tuted by the two Medical Colleges are also of 
importance and value, but to quote the Dean 
of the State University, “The clinics so far 
held by the Colleges do not reach any large 
proportion of the medical men of the State.” 
Also, some of our County, District and Group 
Societies have conducted educational and clini- 
cal meetings with great success, but these have 
been infrequent. 

It would appear then, that the Society might 
enlarge its usefulness and importance, and per- 
form a practical duty for its members by be- 
coming, as it were, the sponsor and connecting 
link between the Medical Colleges and the 
profession and the various component socie- 
ties, whereby better cooperation and more 
abundant clinical material and teaching per- 
sonnel could be obtained to the mutual ad- 
vantage of all. But even this is not sufficient 
to carry extension courses of Clinical Medicine 
and Surgery to practitioners throughout our 
borders, and keep our members up-to-date. 

To many of these, “The mountain must be 
brought to Mahomet,” for, because of various 
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and numerous reasons, needless now to dis- 
cuss, the busy practitioner feels, or believes he 
feels it impossible to leave his practice, even 
for the excellent pabulum offered, oftentimes 
free and without price. The importance of 
properly estimating the physician’s duty, every 
physician’s duty and responsibility, of under- 
standing and appropriating to himself the 
changes and advances of this revolutionary 
epoch in medicine, and carrying them to his 
patients, cannot be overestimated, nor too 
strongly stressed. Because, also, of remote- 
ness and consequent want of personal and pro- 
fessional contacts, there are many places in 
this State into which the light of modern medi- 
cine needs to be carried. 

This is superlatively an age of efficiency, and 
a medical revolution, even now friendly, 
threatens to eliminate the private practitioner 
in much the same way as the industrial revo- 
lution has supplanted the handicraftsman, un- 
unless he keeps pace with medical progress. 

We regret that the leaders of the Medical 
profession, especially the Medical Colleges, 
have not displayed the foresight even of the 
legislators of today, for now these lawmakers 
have not only constructed, for instance, our 
highways, but they maintain them. Up to 
this hour, with the exception of two states, 
even the Medical Colleges have been in part 
recreant to their obligations to the profession, 
for they have sought medical students, only 
to graduate them, and after handing them 
their diplomas and wishing them godspeed, 
have quickly forgotten them! They may have 
produced good doctors, but they have failed 
to maintain their product. 

As a result of all these conditions, the guid- 
ance and coordinating influence of the Medi- 
cal Society of Virginia, the only fully orga- 
nized Medical unit in the State, is imperatively 
needed to “carry the message to Garcia.” The 
majority of the doctors in the State belong to 
this organization, and it should be their pleas- 
ure, as it is their privilege, to thus utilize this 
organized unit for the welfare of the physi- 
cians and the people at large. The interest 
and assistance of every physician must be 
aroused for, unless we meet our new and fuller 
obligations to our profession, even to a pro- 
gram of disease prevention, insurance com- 
panies, industrial concerns, and even the gov- 
ernment may take over the control of the 
health of the people. 

Only organizations such as this, through its 
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county, district, and group societies, can meet 
successfully such a situation. 

As a basis for initiating this scheme of con- 
tinuous Graduate Medical Education by local 
Extension Courses, the following suggestions 
and recommendations, based upon rather wide 
research, and more than forty letters from 
physicians in all parts of the State, are of- 
fered. The whole scheme is still in its initial 
stages, and in certain localities may have to 
be changed in a measure to meet existing con- 
ditions, all of which will be considered later. 

Its essential basic features, incorporated 
more fully in the Recommendations submitted 
to The House of Delegates,* are: 

1. That the State Society be the Sponsor and 
connecting link between the different units; 

2. That the component Societies, including 
district and group units, be the vitalizine fac- 
tors ; 

3. That the Councilor in each Councilor 
District be the local Advisor and one of the 
local directors; 

4. That the regional hospitals in each Dis- 
trict be requested by the local component So- 
cieties to aid in the work, together with the 
Medical Colleges in the State; 

5. That the Doctors’ Educational and Clini- 
cal Bureau, when established, shall act as a 
supply and exchange station, as well as a pro- 
fessional clearing-house for correlation of 
courses and coordination generally of this ex- 
tension work. 

DiscuUSSION 

Dr. J. W. Preston, Roanoke: The evolution of 
a practitioner of medicine is an interesting study. 
A generation ago, upon graduation, little more was 
expected of him than that he add to the scientific 
training given him by his Alma Mater, only such 
additional training as might be obtained by the ex- 
ercise of his five senses and diagnostic intution born 
of experience. Today a bewildering array of facts 
and near facts are heaped before him and he is at 
a loss as to where to turn, what to accept as proven 
and what to discard as mere theory. He must now 
also utilize for himself an increasing number of 
practical laboratory tests for use in his everyday 
work and must at least have a speaking acquaint- 
ance with the constantly increasing array of techni- 
cal procedures and practices that may be brought to 
bear upon his every day problems. 

In addition to the tremendously broadened aspect 
of the professional side of medicine, the economic 
problems of the present are pressing as never be- 
fore and the economizing of time and energy is all 


important. The doctor’s family must be fed and 
his children must be clothed and educated. The 


business world is moving at a pace never before 
attained, and upon every hand is investigating and 
making use of methods of efficiency,, and labor-sav- 
ing devices which are producing results as never 


*These recommendations, published on page 545 of the Novem- 


ber issue of the Monthly, were ordered unanimously to be put 
into effect by the House of Delegates. 
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before. Wide-awake medical institutions, hospitals, 
group clinics, and specialists have seen the hand- 
writing on the wall and are keeping step with the 
modern movement. 

The time has now come that the general practi- 
tioner, the man upon whom the families of all sec- 
tions of the country depend for the protection and 
maintenance of health can no longer afford to stand 
aloof and keep out of the current. His education 
is his investment and the hope of maintaining its 
permanency and of future dividends are entirely de- 
pendent upon his keeping it a working capital. 

It is these things that have given momentum to 
the post-graduate movements so eminently success- 
ful in certain other states and that have brought the 
Medical Society of Virginia face to face with the 
fact that, if the physicians of the state as a group 
are to keep pace, some successful plan must be 
worked out. 

To one who takes even a casual view, two diffi- 
culties of organized effort are met at the outset. 
On the one hand is the hesitancy of the recent gradu- 
ate to join in a post-graduate movement for the 
reason that having just completed a course on in- 
struction, presumably embodying the latest, he fails 
to see the need of additional study, and with the 
self-confidence of youth does not see the difficulties 
ahead, forgetting that the new things in medicine 
are old almost before they are learned. On the 
other hand, the more mature practitioner almost 
before he realizes it becomes a fixture in his com- 
munity and so tied by the character of his work 
and his obligations, he loses step to such extent that 
interest in advances in the science of medicine 
ceases its appeal. 

If a post-graduate movement is to meet with suc- 
cess, means must be so devised as to offer to each 
of these classes of physicians worth while programs 
that meet their needs and win their interest and 
support With now practically all of the schools of 
the country A grade and running at full capacity, 
an increasing number of good men are being gradu- 
ated each year, with equipment far superior to those 
of the past, so with keener competition knocking at 
the one door, and the mass movements of group 
medicine, corporation medicine, and, as some think, 
State medicine, at the other, it is time we look ahead. 

I feel very sure that Dr. Hodges, in presenting 
the plan he has outlined for us, does not consider 
it the final word. Like most things in medicine it 
must of necessity, in a sense, be experimental. 
However, this may be, it does seem to embody what 
at this time would seem to be best for Virginia and 
its success or failure will depend upon the support 
it receives from the individual members of the So- 
ciety. 





Woman’s Auxiliary, 
to the 


Medical Society of Va. 


Report of the Annual Meeting of the 
Woman’s Auxiliary to the Medical Society 
of Virginia. 

The Woman’s Auxiliary to the Medical So- 
ciety of Virginia held its annnal meeting in 
the ballroom of the Monticello Hotel ia Char- 
lottesville on Tuesday morning, October 22, 
1929, at ten o’clock. There were about eighty 
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ladies present. The meeting was opened wit!) 
prayer by the Reverend W. R. Mason, and the 
usual routine reports of the previous meeting. 
the board meeting of the day before, the Presi- 
dent’s report, and the Treasurer’s report were 
promptly disposed of. 

Dr. Fletcher Woodward read a charming 
message of greeting from Dr. Alderman, who 
was prevented by press of business from com- 
ing in person, Dr. Charles R. Grandy, Presi- 
dent-Elect of the Medical Society of Virginia 
made an interesting talk and urged the Auxil- 
lary to use its influence to get a large ap- 
propriation for food for the inmates of the 
State asylums, the present amount being an 
allowance of twenty cents a day per capita; it 
is planned to ask the General Assembly to in- 
crease this amount to thirty cents. 

The Auxiliary had the honor of an address 
from Dr. William Gerry Morgan, of Wash- 
ington, President-Elect of the American Medi- 
cal Association, and it was very nice to hear 
from him that our Woman’s Auxiliary was 
the first organization to invite him to speak 
at a meeting ‘since he became President-Elect. 
It is hoped ‘that later in the year Dr. Morgan 
will visit both Richmond and Norfolk and 
those local auxiliaries will have a chance to 
hear him speak. 

The President of the Pennsylvania Auxil- 
iary, Mrs. Walter J. Freeman, was the guest 
of the Auxiliary at this meeting, and made a 
brilliant address which has already appeared 
in the Viretnta Mepica Monrury. The 
Auxiliary had reprints made of this address, 
and any one interested in having some can ob- 
tain them by writing to Mrs. F. W. Upshur, 
818 W. Franklin St., Richmond. 

Mrs. Southgate Leigh, Chairman of Health 
Education, reported that her committee had 
helped to obtain a full time health unit in one 
county and the promise of a hospital for ad- 
vanced cases of T. B. in another county; she 
also said she understood that a county nurse 
had been secured for Pittsylvania. 


Dr. Ennion Williams appeared before the 
meeting and asked for support of the measure 
providing county sanatoria for advanced cases 
of tuberculosis, and it is hoped every woman 
in this Auxiliary will use any influence she 
has with her county and State officials to help 
put this over. 

It is planned to publish in the Monrutiy 
separate reports of the work done by the 
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Hygeia Committee and any local committees 
whose work might be suggestive to other local 
auxiliaries, and it is hoped the county members 
in particular will follow these reports closely. 
Mrs. J. W. Preston read the following report 
from the National Auxiliary: 

Report of Woman’s Auxiliary to the Ameri- 

can Medical Association. 

Dr. J. H. J. Upham, Board of Trustees, 
presented a report from the Woman’s Auxil- 
iary to the American Medical Association, to- 
gether with the recommendation of the Execu- 
tive Committee of the Board of Trustees: 

To the Members of the House of Delegates: 

Realizing the magnitude of the work carried 
on by the members of this august body, we are 
not availing ourselves of the privilege of ap- 
pearing before you in person but are submit- 
ting to you a very brief report of the year’s 
activities of the Woman’s Auxiliary to the 
American Medical Association. 

The greatest step forward in the develop- 
ment of the Auxiliary has been in securing an 
Advisory Council from the Board of Trustees 
of the American Medical Association, This 
gives the members an assurance of being prop- 
erly guided in the policies and destinies of the 
Auxiliary. This year the national auxiliary 
has requested the appointment of advisory 
councils from the state medical societies or as- 
sociations for the state auxiliaries, and again, 
advisory councils from the county medical so- 
cieties for the county auxiliaries; thus no work 
of any kind, except purely social activities, is 
being undertaken until it first has the approval 
of the organized profession. 

A budget has been established and provision 
made for the incorporation of the national 
auxiliary. A seal has been designed and 
adopted and an accurate record of member- 
ship in a modern card index system has been 
prepared so as to assist us in maintaining a 
compact and efficient body by keeping our 
records accurate and up-to-date. 

Thirty-three states are already organized, 
most of them having a definitely arranged pro- 
gram of work. The active membership of the 
thirty-three totals 11,000. This has been made 
possible only by the existing cooperation be- 
tween the medical associations and the auxi- 
liaries. 

The national auxiliary sends the kindest of 
greetings to the members of the House of Dele- 
gates, and wishes to express its sincerest ap- 
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preciation for all of the help and the many 
courtesies which it receives at all times through 
the kindness of its individual members. 

With every good wish and sincere personal 
regards, I remain, thankfully and sincerely 
yours, 

Mrs. Auten H. Bunce, President. 
July 12, 1929. 

The Advisory Committee of the Board of 
Trustees recommends that this report be ac- 
cepted and placed on file, and that the Secre- 
tary send the greetings of the House of Dele- 
gates to the Woman’s Auxiliary, expressing 
its satisfaction with the actions of the organi- 
zation and confidence in the policies outlined. 

J. H. J. Upnam, Chairman. 


Dr. Upham moved that the report be 
adopted. The motion was seconded and car- 
ried. 


As there was no election of officers this year, 
the meeting was able to conclude all business 
before adjourning to attend a luncheon at the 
Blue Ridge Club, and later in the afternoon 
most of the ladies went to the barbecue at the 
new Farmington Country Club. Norfolk will 
be the meeting place next year, and it is to 
be hoped that there will be a great deal of 
new work and several new auxiliaries to be 
reported. 

Mrs. F. W. Ursnur, President. 


The Truth About Medicine 


In addition to the articles enumerated in our let- 
ter of September 28 the following have been ac- 
cepted: 

Cutter Laboratory 

Diphtheria Toxoid—Cutter 

Eli Lilly & ‘Co. 

Merthiolate 
Winthrop Chemical Co., Inc. 
Luminal Capsules, 1% grains. 


NEW AND NONOFFICIAL REMEDIES 

Calcium Gluconate—Sandoz.—It contains calcium 
equivalent to not less than 12.40 or more than 12.80 
per cent of calcium oxide. Calcium Gluconate— 
Sandoz is used to obtain the therapeutic effects of 
calcium. It is more palatable than calcium chloride 
and for hypodermic or intramuscular use is non- 
irritant. It is supplied in the form of a powder 
and in ampules containing 10 c.c. of a 10 per cent 
stablized supersaturated solution. Sandoz Chemi- 
cal Works, Inc., New York. 

Acne Bacillus Vaccine.—An acne bacillus vaccine 
(New and Nonofficial Remedies, 1929, p. 269) mark- 
eted in pacakages of one 5 c.c. vial, and in pack- 
ages of one 20 cc. vial. MHollister-Stier Labora- 
tories, Spokane, Wash. 

Pertussis Bacillus Vaccine.—A pertussis bacillus 
vaccine (New and Nonfficial Remedies, 1929, p. 
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371) composed of several strains of pertussis bacilli, 
marketed in packages of one 5 c.c. vial, and in pack- 
ages of one 20 c.c. vial. Hollister-Stier Laboratories, 
Spokane, Wash. 

Staphylococcus Vaccine (Aureus and Albus).—A 
stapbylococcus vaccine (New and Nonofficial Reme- 
dies, 1929, p. 375) prepared from staphylococcus 
aureus and albus in equal proportions, and marketed 
in packages of one 5 c.c. vial, and in packages of 
one 20 cc. ampule. Hollister-Stier Laboratories, 
Spokane, Wash. 

Typhoid-Paratyphoid Vaccine (Prophylactic).—A 
typhoid vaccine (New and Nonoffiocial Remedies, 
182%, p. 578) consisting of a suspension of killed 
typhoid, paratyphoid A, and paratyphoid B bacilli. 
It is marketed in packages of one 5 c.c. vial, and in 
packages of one 20 ¢.c. vial. Hollister-Stier Labora- 
tories, Spokane, Wash. (Jour. A. M. A., October 5, 
1929, p. 1065.) 

Atoquinol—Ciba—The allyl ester of 2-phenyl- 
quinolin-4-carboxylic acid. The actions and uses of 
Atoquinol—Ciba are practically like those of cincho- 
phen. It is supplied in the form of tablets 0.25 Gm. 
(4 grains.) Ciba Co., Inc., New York. (Jour. A. 
M. A., October 19, 1929, p. 1223.) 

Chinicfon. — Sodium-iodoxyquinolinesulphonate. —- 
A mixture prepared from approximately four parts 
of 7-iodo-8-hydroxyquinoline-5-sulphonie acid, contain- 
ing not less than 26.5 per cent of combined iodine, 
and 1 part of sodium bicarbonate. Chiniofon, which 
is closely similar to preparations intreduced under 
various proprietary names as wound antiseptics, has 
been found to be of use in the treatment of amebic 
dysentery. 

Bacillus Acidophilus Culture—Hollister-Stier.—A 
pure culture of B. acidophilus which contains not 
less than 150 million viable organisms (B. acido- 
philus) per ¢.c. at the time of issue. For a dis- 
cussion of the actions, uses and dos»ge of bacillus 
acidophilus preparations see Lactic Acid-Producing 
Organisms and Preparations, New and Nonofficial 
Remedies, 1929, p. 220. Hollister-Stier Laboratories, 
Spokane, Wash. (Jour. A. M. A., October 26, 1929, 
p. 1309.) 


PROPAGANDA FOR REFORM 

Committee on Foods.—The Council on Pharmacy 
and Chemistry has established a Committee on 
Non-medicinal Foods to pass on all food products 
for which health claims might be made. The Com- 
mittee has prepared a series of rules under which it 
proposes to operate and these have been approved 
by the Council on Pharmacy and Chemistry. Any 
product which it is desired to have considered for 
“Accepted Foods” should be presented to the Com- 
mittee on Foods, American Medical Association, 535 
North Dearborn St., Chicago. The rules for the 
acceptance of foods are patterned on the principles 
of New and Nonofficial Remedies, with such modi- 
fications and relaxations as are made necessary by 
the different nature of the products concerned. Re- 
ports on products considered, having received ap- 
proval of the Committee, may be published in the 
Journal of the American Medical Association under 
the section devoted to the Council on Pharmacy and 
Chemistry with a special heading, “Committee on 
Foods.” At the end of each year, all reports shall 
be assembled in book form, with the reports of all 
products accepted preceding the reports of all prod- 
ucts rejected. This book shall have the title “Ac- 
cepted Foods.” (Jour. A. M. A., October 12, 1929, 
p. 1144.) 

Thallium Poisoning.—Three children died recently 
in London from poisoning by thallium acetate admin- 
istered for ringworm of the scalp. This is an addi- 
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tional indication of the growing importance of thal- 
lium compounds as a dangerous poison. The first 
therapeutic use of thallium was to check sweating. 
Its action in causing a loosening and falling out of 
the hair was a “by-product” and most of our infor- 
mation about its other and more general poisonous 
effects in man has been obtained from its employ- 
ment in epilation. Thallium is closely related chemi- 
cally to mercury and lead. Although they appear 
earlier, the symptoms of chronic thallium poisoning 
are more like those produced by arsenic than by 
these other metals. (Jour. A. M. A., June 1, 1929, p. 
1865.) 





Book Announcements 


Interns Handbook. A Guide to Rational Drug 
Therapy, Clinical Procedures and Diets. By Mem- 
bers of the Faculty of the College of Medicine, 
Syracuse University. Under the Direction of M. 
S. DOOLEY, A. B., M. D. Chairman Publication 
Committee. Philadelphia and London. J. B. Lip- 
pincott Company. 12mo of 254-xix pages. Cloth. 
Price, $5.00. 


Minor Surgery. By FREDERICK B. CHRISTO- 
PHER, M. D., Associate in Surgery, Northwest- 
ern University Medical School, Chicago. With a 
foreword by ALLEN B. KANAVEL, M. D., Pro- 
fessor of Surgery, Northwestern University Medi- 
cal School. Octavo of 694 pages, with 465 illus- 
trations. Philadelphia and London. W. B. Saun- 
ders Company. 1929. Cloth. Price, $8.00 net. 


The great strides made in preventive medicine 
have upset the work of the family doctor, while 


the rapid increase in automobile and other in- 
juries has greatly increased the work of the sur- 
geon. Hence the great majority of doctors are 
surgeons, 


This “majority” will appreciate the new book by 
Dr. Christopher. While this is not a textbook, it 
will meet a hearty welcome by the great mass of 
busy doctors who have neither the time nor incli- 
nation to delve into the elaborate treatises.—H. 


Practical Massage and Corrective Exercises With 
Applied Anatomy. By HARTVIG NISSEN, late 
President of Posse Normal School of Gymnastics: 
Superintendent of Hospital Clinics in Massage and 
Medical Gymnastics, ete. Fifth Edition, Revised 
and Enlarged by HARRY NISSEN, President, 
Posse-Nissen School of Physical Education, Bos- 


ton, Mass. Philadelphia. F. A. Davis Company, 
1929. Octavo of 271 pages. Illustrated with 72 
original half-tone and line engravings. Cloth. 


Price, $2.50 net. 


A Practical Treatise on Disorders of the Sexual 
Function in the Male and Female. By MAX 
HUHNER, M. D., Chief of Clinic, Gentourinary 
Department, Mount Sinai Hospital Dispensary, 
New York City; formerly, Attending Genitourinary 
Surgeon, Bellevue Hospital, Out-Patient Depart- 
ment and Assistant Gynecologist, Mount Sinai 
Hospital Dispensary, ete. Third Edition. Phila- 
delphia. F. A. Davis Company. 1929. Octavo of 
842-xv pages. Cloth. Price, $3.00 net. 


The Rockefeller Foundation. Annual Report. 1928. 
The Rockefeller Foundation, 61 Broadway, New 
York. Octavo of 460 pages. Illustrated. Paper. 
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Editorial 

A Study of Flatulence 

In the work of a day, whether it be that of 
a practitioner of medicine or surgery, flatu- 
lence plays no inconsiderable part as one of the 
hie difficulties to be overcome. Patients suf- 
fer from “gas.” Gas interferes with the nor- 
mal state of the mind and body. Gas is a 
problem in constipation, in abdominal pain, 
in operations, in pneumonia, heart disease, 
in gastric and duodenal ulcer, in infections, in 
“dyspepsia,” in a “thousand” ways, gas or 
“distention” or flatulence vexes, harasses, in- 
conveniences and annoys patients who come to 
the physician and the surgeon. It is a real 
problem and one that presents practical and 
work-a-day difficulties. Yet it is one that has 
not received that degree of careful study so 
well warranted by its frequency and impor- 
tance in sickness and operation. So it is fortu- 
nate that Kantor and Marks* have taken the 
time to bring forward a presentation of the 
subject under the title of “A Study of Intes- 
tinal Flatulence.” In the histories of twenty- 
five hundred “dyspeptics,” constipation, ab- 
dominal pain, flatulence, belching, headaches, 
vomiting, epigastric distress, heart burn, loss 
of weight and diarrhea appear as symptoms 
and in the foregoing order in the matter of 
frequency. It is known that flatulence is one 
of the common symptoms met with in prac- 
tice. These authors divide the etiology. of 
flatulence into two’ general heads: excessive 
gas intake from atmospheric air; the forma- 
tion of gas from food decomposition. The 
abnormal bacterial flora production of gas and 
gas from the blood form the chief causes of 
its formation, while deficient expulsion, if 





*Annals of Internal Medicine, Vol. 3, No. rm page 4J)3. 
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due to atony or malformation of intestinal 
loops and diverticula, brings about distention 
and flatulence. Besides, deficient gas absorp- 
tion, resulting from interference with the in- 
testinal blood supply or interference with 
mucosal integrity or intestinal tone, makes for 
the production of intestinal distention and 
flatulence, These authors take up the several 
phases of the etiology and give their views 
and those of other workers. Enormous 
amounts of gas are produced in the processes 
of gastric-intestinal digestion. Carbon diox- 
ide forms the greatest part of the gas pro- 
duced. In the upper reaches of the intestines, 
where gastric and intestinal secretions mix in 
the processes of food digestion, one observer 
computes that six liters are produced daily, 
while in the lower small intestines no figures 
are available. Other gases are present in small 
amounts as HoS, Oo, He. CHy (marsh gas 
which with hydrogen is inflammable), Gas 
absorption is best accomplished in the follow- 
ine order COs, HS, Os, Hse, CHa. 

The summary in this paper may place the 
ceneral subject succinctly before the reader : 

1. Intestinal flatulence ranks third among 
the ten most common complaints of private 
patients suffering from digestive Racin 

2. In general, flatulence may be caused by 
excessive gas intake or produced by de ‘cient 
gas expulsion or by deficient gas absorption. 

Atmospheric air plays a definite but not 
necessarily a major role in the etiology of 
flatulence. 

The chronic stomach bubble is a rare but 
striking cause of flatulence. 

The diet may cause flatulence but this 
factor can be readily controlled in most cases. 

An abnormal intestinal fiora plays the 
leading réle in the flatulence of intestinal in- 
fections. 

7. Gas may be secreted from the blood un- 
der certain circumstances. At times, this may 
be an important cause of flatulence. Evidence 
is presented for the belief that the vreater 
part of gas so secreted is nitrogen. 

Flatulence from de‘icient gas expulsion 
arises in complete obstruction and in the re- 
dundant colon. Constipation is not a frequent 
cause of flatulence. 

Deficient gas absorption is an important 
cause of flatulence. It may result from inter- 
ference with mucosal blood supply, destruc- 
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tion of mucosal integrity or depression of 
muscular tone. 

10. Interference with mucosal blood supply 
occurs in volvulus, portal obstruction, mesen- 
teric vascular occlusion or sclerosis and gen- 
eral circulatory failure. The incidence of 
flatulence in hypertension was strikingly high 
(46%) in their cases. 

11. Interference with mucosal integrity is 
best illustrated in colitis. Almost one-half of 
their colitis cases showed flatulence. 

12. Interference with muscular tone (atony 
of the intestine) is probably a very important 
cause of flatulence. 

13. In their opinion, a theory which would 
assume a sudden development of intestinal 
atony with rapid filling of the bowel by blood 
gases, chiefly nitrogen, would best account for 
many of the sudden baffling distentions en- 
countered clinically. 

14. Such a theory would explain flatulence 
of neurologic ileus, of toxemias associated with 
severe pneumonia, of sepsis and typhoid fever, 
of various hysterical states, as well as that en- 
countered post-operatively. 


Cancer of Gall-Bladder. 

Practitioners at work in the field, interested 
in the larger problems of medicine as well as 
the details of daily practice, may well, for a 
moment, note the papers of Judd and Baum- 
gartner* as they consider the rather rare clini- 
val entity—cancer of the gall-bladder. Or- 
dinarily, interest is more alive in those com- 
moner conditions that one meets at the bedside 
and in the consulting offices and hospitals. 
Gall-bladder disease.is common, but cancer of 
the gall-bladder is relatively rare. The fre- 
quency of the pathology of gall-bladder in 
patients applying for relief of symptoms makes 
the occasional possibility of cancer an exigency 
that may well be borne in mind. Besides, the 
larger study of this condition in the hands of 
workers whose experience is so great makes 
their presentation of value to all. 

The record of removal of 14,978 gall-blad- 
ders at operation in 17 years (1910-1927) by 
one hospital group is unprecedented in Amer- 
ica, in all probability, and naturally lends 
weight of the best authority in the pathological 
consideration of this subject by- such hands. 
The rarity of the malady—cancer of the gall- 
bladder—is at once comprehended by the dis- 





*Judd and Baumgartner, Archives of Internal Medicine, Vol. 
44, No. 5, page 735 
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closure that, of this near fifteen thousand 
pathologic gall-bladders, only 89 were found 
to be malignant. The estimated incidence, 
therefore. of malignancy of this grave affec- 
tion of the commonly diseased gall-bladder is 
about 0.5 per cent—a rare condition indeed. 
The types of malignancy were adenocarcinoma, 
squamous cell epithelioma, and sarcoma, but 
adenocarcinoma was most frequent in occur- 
rence. 

With a purpose to review the clinical side 
of this subject briefly, it may be observed that 
symptoms of malignancy of the gall-bladder 
were rather silent in some cases, but the more 
usual signs were characterized more or less by 
repeated attacks of colic stretching through a 
period of many years. The latter period of 
this clinical evolution of the disease, say the 
last three to six months, was characterized by 
constant pain and discomfort in the epigas- 
trium or right upper quadrant of the abdomen. 
Besides, there were associated such stomach 
symptoms as nausea and vomiting. Loss of 
weight and weakness were also usual. In a 
small group, there were milder symptoms such 
as intolerance of food, gastric distress, belch- 
ing, sour eructations, heartburn, with a mini- 
mal amount of pain over the gall-bladder area 
and withal little loss of weight or weakness. 
There was yet a small group of cases in which 
there was practically no symptom, until a sud- 
den onset of pain occurs, associated with rapid 
and terminal symptoms of emaciation. 

Jaundice was present but this depends upon 
pressure, encroachment and metastasis; thir- 
teen of 56 of these patients showed jaundice. 
Tenderness was noted by pressure and a mass 
was palpable in 29 cases. Of 23 patients, 
achlorhydria was present in 4; in the remain- 
ing 19, hydrochloric acid was 32 and the aver- 
age total acidity was 48. The blood picture 
was not characterized by anemia as found in 
cancer elsewhere in the body, for only 5 of the 
patients had hemoglobin less than 70 per cent 
and none less than 60 per cent. Metastasis 
appeared in the liver and adjacent lymph nodes 


and extra hepatic biliary duct system. Stones 
were found as an almost constant associate 


and were found in 94 per cent of the total 
number. This association must make one think 
of the possible relationship of gall-stone reten- 
tion in the gall-bladder and ultimately, can- 
cer of the gall-bladder. 

The length of days following the operation 
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for the removal of the gall-bladder is told 
graphically by the authors in the following 
paragraph: 


“Twelve patients lived one month or less; 
seven lived two months; three lived four 
months; three lived five months; two lived six 
months; three lived seven months; one lived 
eight months; one lived nine months; one lived 
less than one year, but the exact date of death 
was not given; three lived one year; one lived 
thirteen months; one lived fourteen months; 
one lived somewhat less than three years, three 
lived four years. * * * QOne patient lived 
seven years and one lived eight years. Three 
patients were alive after fifteen months, eight 
years and fourteen years, respectively.” 


The Coronary Flow. 

As one reads the large “literature” on the 
action of digitalis in the treatment of heart 
disease and of its pre-eminence as a_ heart 
remedy, one is impressed with the widespread 
use of this drug and its general acceptance as 
the chief reliance in cardiac decompensation 
and irregularities. The action of this plant 
appears to be largely in reducing the rate of 
action and to coordinate the operation of the 
upper with the lower heart but just how this 
is accomplished is yet a matter of wide dif- 
ference of opinion, It is, therefore, interest- 
ing to turn from this side of heart therapy to 
consider what would appear to strike directly 
at the fundamentals of all heart decompensa- 
tion and muscular misfunction, and that is the 
improvement of the flow of blood through the 
coronary system of the heart. For after all 
is said, it would seem that all restoration of 
physiologic action of the heart muscle, whether 
it be in the neuro-muscular bundle and _ its 
branches or in the auriculo-ventricular muscu- 
lar structure itself, must depend in large meas- 
ure upon the promotion of adequate blood sup- 
ply. So it is interesting to follow the paper 
of Gilbert*, as he experimentally investigates 
the return flow in the coronary arteries in 
animals. The purine base diuretics were used 
in his experiments. The order of efficacy by 
vasodilator effect on the coronary arteries as 
shown by an increased return flow through 
the coronary sinus was shown to be as fol- 
lows: Theobromine and its salts, theophylline 
ethylenediamine, theophylline sodium acetate 
and caffeine. 





*Archives Internal Medicine, Vol. 44, No. 1, page 118. 
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The Questionnaire of the Committee on Re- 
vision of U.S. P., Tenth. 

Our readers are urged to aid and support 
the efforts of the chairman of the committee 
of Revision of the United States Pharmaco- 
poeia (Tenth) in securing data for the infor- 
mation of the next convention. The committee 
has sent out to a large number of practitioners 
and pharmacists a questionnaire. The inquiry 
sheet on which answers are to be made con- 
tains a list of drugs, chemicals, and prepara- 
tions in the U. S. P., VIII and IX, but not 
admitted to the U. S. P., X. The physicians 
are requested to reply opposite each whether 
the item is used personally, often (O), rarely 
(R), or never (N.) If a large cooperation is 
secured by this inquiry, material aid will be 
given the committee in their efforts to inform 
the convention on these details of current use 
of these drugs. 

It is hoped that practitioners receiving this 
letter from Dr, E. Fullerton Cooke will take 
time to make reply to the questionnaire therein 
contained. 

A. G. B., JR. 
Twenty Years’ Progress in Mental Hygiene. 

Sound mental health is the most valuable 
and desired asset an individual can possess. 
Consequently mental hygiene which deals with 
methods of prevention of mental disorders and 
defects and the promotion of mental health, is 
a subject that is now claiming the attention 
of the thoughtful more than ever before, This 
fact was evidenced at a dinner-meeting at the 
Hotel Biltmore in New York City, November 
14th, under the auspices of the National Com- 
mittee and the American Foundation for Mea- 
tal Hygiene. This notable occasion was the 
twentieth anniversary of the National Com- 
mittee for Mental Hygiene, when nearly seven 
hundred mental hygienists gathered to review 
the outstanding accomplishments of this phase 
of public health, since it was started by Clif- 
ford Beers, following the publication of his 
book entitled, “A Mind that Found Itself.” 
At this meeting were psychiatrists, psycholo- 
gists, physicians in charge of hospitals for the 
mentally ill, presidents and professors of lead- 
ing universities and colleges, school teachers, 
commissioners of public welfare, directors of 
state departments of mental diseases, editors 
and writers, authors, psychiatric social work- 
ers and others. 

Those who had been selected to be spokes- 
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men in conducting a symposium, so to speak, 
for the occasion were, Dr. William H. Welch, 
of Johns Hopkins University, distinguished 
in the field of public health, who presided with 
his usual ability; Dr. William A. White, 
President of the International Congress for 
Mental Hygiene, and probably the best known 
author of psychiatry in America, Dr. James 
R. Angell, President of Yale University, Dr. 
Frankwood E. Williams, Medical Director of 
the National Committee for Mental Hygiene, 
and Mr. Clifford W. Beers, Secretary of that 
organization. The speakers dealt with the im- 
portance of prevention of mental disease, and 
delinquency, the application of the principles 
and precepts of mental hygiene and the con- 
servation of mental health, and methods of 
carrying on a constructive program for the 
future. Some of the outstanding thoughts of 
the speakers had to do with further informing 
the public so as to have a better general un- 
derstanding of mental hygiene and its value 
to the individual and the community; mental 
hygiene outside of hospitals for the mentally 
ill; its place in colleges as well as in the public 
schools: in industries and in dealing with the 
criminal and the delinquent, Mr. Beers came 
in for due praise and recognition for the great 
service he has rendered in this latest movement 
in interest of the mentally sick, but it was not 
forgotten to recall the work done by Dr. 
Phillippe Pinel who, during the French Revo- 
lution, initiated the humane care of the insane 
and of that great American benefactor and 
friend of the insane, Dorothie Dix, who fifty 
years later caused many thousand to be liber- 
ated from dungeon cells in jails and alms- 
houses and cared for in hospitals, many of 
which were built in response to the favorable 
public opinion she created throughout the 
country and abroad. 

It will be of interest to the reading medical 
public to be reminded again that the National 
Committee for Mental Hygiene (and State 
Societies likewise) “works for the conservation 
of mental health; the reduction and preven- 
tion of mental and nervous disorders and de- 
fects; the improved care and treatment of those 
suffering from mental diseases: the special 
training and supervision of the feeble-minded ; 
and the acquisition and dissemination of re- 
liable information on these subjects and on 
mental factors involved in the problems of 
education, industry, delinquency, dependency, 
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and others related to the broad field of human 
behavior. The committee seeks to accomplish 
its purposes by stimulating research into the 
nature and causes of nervous and mental dis- 
eases and defects; conducting surveys an 
studies of mental-hygiene problems; applying 
the knowledge gained from such _ studies 
through education and the promotion of bene- 
ficial legislation; encouraging psychiatric so- 
cial work; establishing child-guidance and 
other mental-hygiene clinics; developing 
trained personnel; and cooperating with gov- 
ernmental and unofficial agencies whose work 
touches at any point the field of mental 
hygiene.” 

While it was the privilege of only four Vir- 
ginians—representing the State Department 
of Public Welfare, the State Hospital system, 
the Bureau of Mental Hygiene and psychiatry, 
all of whom are members of the National Com- 
mittee—to be present at the New York meet 
ing, an opportunity will be afforded all of us 
in Virginia who are or may become interested 
in mental hygiene and mental disorders to at- 
tend the International Congress on Mental 
Hygiene to be held next May in Washington, 
D. C. At the same time and place the Ameri 
can Psychiatrie Association and the <Associa- 
tion for the Study of the Feeble-minded will 
hold their meetings. These gatherings so 
nearby will greatly promote the success of a 
mental hygiene program in Virginia. 

W. F. D. 





News Notes 





Map the old-time “Merry Christmas” 
Filled with meaning bright and gap, 
Be the song around pour hearthstone, 
Making Glad pour Christmas Dap. 











Physicians of Eastern Shore Guests of the 

Accomack County Medical Society. 

At a regular meeting of the Accomack Medi- 
sal Society held Wednesday evening, Novem- 
ber 20, at the Drummondtown Tavern, the lo- 
‘al society was host to the members of North- 
ampton County Medical Society. The meet- 
ing of the two County Societies was for the 
purpose of organizing a “Journal Club” of the 
physicians of the two counties. The object of 
the “Club” is in no way an infringement on 
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either society but simply a means of organ- 
izing the eligible physicians for a joint society 
for the purpose of the more frequent discussion 
of papers and the general fostering of ac- 
quaintance of the physicians of both counties. 
The meeting was a very enthusiastic one and 
the following tentative plans were unanimously 
adopted. The name of the new club is to be 
the “Physicians’ Journal Club of the Eastern 
Shore of Virginia.” Any physician eligible 
to either County Medical Society can become 
a member. Each county shall alternate the 
presidency and the secretary shall also be from 
the same county as the president. The vice- 
president shall be from the opposite county 
and the next year simply reversing. ‘The place 
of meeting shall alternate in the two counties, 
for the present, to be held first at Nassawadox 
and next at Accomack C, H. The time shall be 
the second Tuesday in each month at 8 P. M. 
After effecting an organization, the following 
officers were elected for the ensuing year: Dr. 
Jolin Tiamiiton, President; Dr. 
R. R. Nevitte, Temperanceville, Vice-Presi- 
dent: Dr. James Lynch, Cape Charles, Secre- 
tary. 


Nussawadox, 


After the organization of the Journal Club 
the Accomack County Medical Society pro- 
ceeded to its regular business and, it being the 
annual election of officers, the following were 
elected for the ensuing year: President, Dr. 
W. W. Kerns, Bloxom; Vice-President, Dr. 
Joseph H. Hiden, Pungoteague; Secretary 
Treasurer, Dr. John W. Robertson, Onancoc'x, 
re-elected, It was decided to hold the annual 
banquet sometime in December and the fol- 
lowing committee was appointed for local ar- 
rangements, namely, Drs. J. H. Ayres, J. L. 
DeCormis and J. F. Edmonds, It 
unanimosuly voted that the members of the 
Northampton County Medical Society be in- 
vited to participate in our annual banquet, or 
ladies’ night. 

Dr. James C. Doughty made an interesting 
report of his attendance at the recent meeting 
of the Medical Society of Virginia. 

J. W. R. 


The Mid-Tidewater Medical Society 

Held its regular quarterly meeting at Glou- 
cester Courthouse, October 29th, with Dr. 
Hawes Campbell, of En‘eld, president, in the 
chair. Reports of the meeting at Charlottes- 
ville were given by Dr. E. L. W. Ferry, of 


was also 
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Millers Tavern. Election of officers for the 
next year was as follows: 

President, Dr. Horace Hoskins, Saluda; 
Vice-Presidents, Dr. M. H. Eames, Lanexa; 
Dr. A. W. Lewis, Ayletts; Dr. R. D. Bates, 
Newtown; Dr. E. L. W. Ferry, Millers Tavern; 
Dr. O. L. Powell, Yorktown; Dr. R. R. 
Hoskins, Matthews; and Dr. H. A. Tabb, Glou- 
cester. The Secretary, Dr. M. H. Harris, West 
Point, and Treasurer, Dr. Jas. D. Clements, 
Ordinary, were re-elected. 

Dr, Jas. R. Parker, Providence Forge, was 
admitted to membership. 

Dr. H. A. Tabb presented a paper on Pyelitis, 
and general discussion led by Dr. Jas. D. 
Clements proved of interest to all. 

The meeting adjourned to meet at West 
Point on the fourth Tuesday in January. Pro- 
gram to be announced later. 

This society now embraces eight counties 
with an active membership of twenty-seven 
doctors residing within the counties. 

The South Piedmont Medical Society 

Heid its regular semi-annual meeting in 
South Boston, November 26th, under the presi- 
dency of Dr. I. Keith of that place. 
In the interval between the afternoon and eve- 
hing sessions, supper was served the visitors 
at the Episcopal Parish House, in which build- 
ing the meetings were held. There was a 
symposium on “Diseases of the Gall-Bladder” 
and a number of other interesting papers were 
presented by members and invited guests. Dr. 
George A. Stover, South Boston, is secretary- 
treasurer of the society. 

The University of Virginia Medical Society. 

At the meeting held on the evening of No- 
vember 4th, the Society was addressed by Dr. 
H. H. Hazen, of Washington, D. C., on the sub- 
ject of “Syphilis of the Cardiovascular Sys- 
tem with Special Reference to Treatment.” 

Other subjects on the program were presen- 
tation of Clinical cases, the first, “Brain Cyst,” 
presented by Dr. D. C. Wilson and the second, 
“A Case of Osteomyelitis with Septicemia and 
Spontaneous Pneumothorax,” presented by Dr. 
Charles Savage. There was also presentation 
of autopsy material by Dr. Graham, which in- 
cluded a case of “Bacteria Endocarditis” and 
a case of “Congestive Heart Failure.” 
Virginia Social Hygiene Council. 

On Wednesday, October 23, 1929, during the 
meeting of the State Medical Society, there 
was held a luncheon meeting of the Virginia 
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Social Hygiene Council at the Monticello Hotel, 
Charlottesville, Va. There were present sev- 
enty-five physicians. Dr. R. W. Garnett, Presi- 
dent, presided. The principal speaker was Dr. 
Thomas Parran, Jr., who delivered an address 
on the “Practitioner’s Part in the Prevention 
of Syphilis.” The address was very instruc- 
tive and entertaining and Dr. Parran made a 
deep impression on his audience. 

Next, a Constitution and By-laws, which 
had been prepared by the officers of the Society, 
was presented and adopted. 

The following resolution was presented by 
Dr. Paul Anderson, of Richmond. This was 
seconded and passed unanimously : 


“PREAMBLE AND RESOLUTION.” 

“In view of the fact that many cases of syphilis 
and gonorrhea coming to the attention of the doc- 
tors of the State relinquish treatment long before 
they have ceased to be public health menaces to the 
community, and because it is the general opinion 
among doctors that this neglect is largely due to the 
expensiveness of the drugs necessary to modern 
treatment, it is hereby 

Resolved, That the State Health Department be 
requested to keep on hand a supply of drugs for 
the treatment of syphil's and gonorrhea and dis- 
tribute the same to the medical profession free 
upon request, under such restrictions as may be 
deemed necessary, or if it be not practicable to 
furnish the drugs free, distribute them to the pro- 
fession at a minimum cost price. 

Resolved, That the Council hereby offers its serv- 
ices to the State Board of Health Department for 
such help as it may render in attack upon the dif- 
ficult public health problem of the control of Vene- 
real Diseases in the State.” 


The Nominating Committee, composed of 
Dr. R. K. Flannagan, Dr. W. A. Brumfield 
and Dr. B. R. Hudnall, presented the following 
nominations for officers and directors for 1929- 
1930: 

Dr. C. B. Ransone, Roanoke, President; Dr. 
Thomas Murrell, Richmond, Vice-President ; 
and Dr. D. C. Smith, University, Secretary. 

The following were nominated as directors: 
Dr. R. W. Garnett, Danville; Dr. W. A. Brum- 
field, Farmville; Dr. J. W. Preston, Roanoke; 
Dr. T. L. Driscoll, Richmond; Dr. W. L. Cul- 
bertson, Norton; Dr. Otis Marshall, Culpeper ; 
Dr. A. M. Showalter, Christiansburg; Dr. 
Richard Fowlkes, Richmond; Dr. G. C. Tyler, 
Newport News; Dr. S. G. Gill, Norfolk. 

These nominations were made unanimous. 

The State Health Department has signified 
its willingness to comply with the resolutions 
adopted as far as possible. While it cannot 
furnish free remedies, the State Health Com- 
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missioner states that it may be able to place 
these remedies on the same basis as vaccines 
and antitoxins. To get the best terms from 
manufacturers, however, physicians interested 
are requested to advise the State Board of 
Health, Richmond, promptly, which remedies 
they would wish kept on hand and approxi 
mately the quantity they expect to order dur 
ing the year. 

Married. 

Dr. Charles Martin Caravati, Richmond, and 
Miss Mary Virginia Dore, formerly of Stann- 
ton but more recently of Richmond, November 
15th. 

Dr. Horace Rowe Hicks, of the class of *28, 
Medical College of Virginia and last year an 
intern at St. Luke’s Hospital, Richmond, and 
Miss Virginia Wilson Ferguson, Richmond, in 
October. They have moved to Switchback. 
W. Va., where Dr. Hicks is engaged in prac- 
tice. 

Dr. Alonzo Ray Dawson, Reedville, Va.. 
of the class of 29, Medical College of Vir- 
ginia, and Miss Dorothy Elise Walz, Rich- 
mond, November 19th. Dr. Dawson is at pres- 
ent serving an internship at St. Elizabeth’s 
Hospital, Washington, D. C. 

Dr. William Cary Holt, formerly of Hamp- 
ton, Va., but now of Mexia, Texas, and Miss 
Elise Cosby Brown, Petersburg, November 
6th. Dr. Holt is an alumnus of the Univer- 
sity of Virginia, Department of Medicine, 
class of ’26. 

Dr. John McIntire Nokes, class of ‘27, Uni- 
versity of Virginia Department of Medicine, 
and Miss Anna Macon Fawcus, University, 
Va., November the 14th. Dr. Nokes, formerly 
of Hollidaysburg, Pa., is now making his 
home in Nashville, Tenn. 

Dr. Rudolph Cabell Thomason and Miss 
Izola Virginia Mulford, both of Richmond, 
November 27th. Dr. Thomason graduated 
from Medical College of Virginia last May 
and is interning at the Medical College of Vir- 
ginia Hospitals this city. 

Annual Achievement Award. 

The Pictorial Review has announced that 
the winner of its annual Achievement Award 
of $5,000 for the year 1928 is Dr. Florence 
Rena Sabin, fellow of Johns Hopkins Univer- 
sity and a member of the staff of the Rocke- 
feller Institute for Medical Research. This 
award is made annually to the American 
woman who has made the most distinctive con- 
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tribution of the preceding year to the fields 
of American art, science or letters. Dr. Sabin 
has had much to do with the analysis of the 
tubercular germ and with the research work 
that is going forward toward a complete cure 
for this destroyer of the human tissues. 

Dr. Simon Flexner, president of the Rocke- 
feller Institute, declares her to be the great- 
est living woman scientist and one of the fore- 
most scientists of all time. 

The Sectional Meeting of the American Col- 
lege of Surgeons 

For the States of Virginia, West Virginia, 
Maryland and the District of Columbia is to 
be held at Richmond, Va., January the 9th 
and 10, 1930, with headquarters at Hotel 
Jefferson. The local committee in charge of 
this meeting is composed of Dr. Carrington 
Williams, chairman, Drs. Robert C. Bryan, 
Frank S. Johns, G. Paul LaRoque, Karl S. 
Blackwell, Greer Baughman, Chas. R. Robins, 
A. C. Sinton, and W. L. Peple. 

The program includes operative clinics in 
the Richmond hospitals in general surgery, eye, 
ear, nose and throat work, and the other sur- 
gical specialties. There are also clinical 
uddresses, a scientific meeting, medical motion 
pictures, and a Hospital Standardization pro- 
gram consisting of a round table conference, 
discussions, and visits to local hospitals. A 
Community Health Meeting will be held on 
the evening of January the 9th. Fellows of 
this section of the College will be assisted in 
the program by Dr. George W. Crile, of Cleve- 
land, Dr. Robert B. Greenough, of Boston, and 
Dr. Franklin H. Martin, of Chicago. Dr. Mal- 
colm T, MacEachern, of Chicago, will conduct 
the hospital conference. 

Dr. Clarence Porter Jones, Newport News, 
the Virginia chairman and ex-officio the pre- 
siding officer, invites all surgeons, surgical 
nurses, hospital superintendents, trustees and 
(directors to attend these meetings. 

A Health Examination Campaign 

Has been undertaken by the Five County 
Medical Societies of Greater New York. This 
is intended to show that the periodic health 
examination is the most important single fac- 
tor in improving health through preventive 
measures, and it is hoped that individuals, 
community organizations, and physicians them- 
selves will fully realize the value of these ex- 
aminations. Public and parochial schools, and 
many Civic organizations are joining in the 
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movement. Over a million and a half leaflets 
prepared by the Societies have been distributed 
by the Board of Education to the school chil- 
dren of the city, stressing the improvement of 
public health through preventive measures and 
urging parents to have periodic health exami- 
nations for themselves and their children. 

The Southern Section of the American 
Laryngological, Rhinological and Otologi- 
cal Society 
Will hold its annual meeting in Roanoke, 

Va., Saturday, January the 18th, at Hotel 

Patrick Henry. Dr. Elbyrne G. Gill, Roanoke, 

is chairman of this section which will convene 

promptly at 9 A. M. Papers will be read by 

Drs. C. M. Miller, Richmond, Va.; J. A. 

Stucky, Lexington, Ky.; C. D. Blassingame, 

Memphis, Tenn.; J. J. Shea, Memphis; T. W. 

Moore, Huntington, W. Va.; Fielding C. 

Lewis, Philadelphia; E. E. Watson and 

Churchill Robertson, Salem, Va.; Fletcher D. 

Woodward, Charlottesville, Va.; J. B. Greene, 

Asheville, N. C.; M. S. Equen, Atlanta, Ga.; 

J. W. Jervey, Greenville, S. C.; M. R. Mob- 

ley, Florence, S. C.; and by the president of 

the organization, Dr. Ross H. Skillern, Phila- 
delphia. Following the morning session, the 
members and visitors will be guests for lunch- 

eon at the home of the chairman, Dr. E. G. 

Gill. 

Dr. John S. Horsley, Jr., 

Richmond, Va., announces the opening of 
offices at 210 Medical Arts Building, this city, 


his practice to be limited to surgery. He will 
also continue his connection with St. Eliza- 


beth’s Hospital as attending surgeon. 
Dr. J. A. B. Lowry 

Has returned to his home at Crewe, Va., 
after doing post-graduate work in New York 
City for several months. He will continue his 
work in general practice. 

The Cherry Slip 

Placed in this issue of the Monruiy ex- 
plains itself. It will be a matter of convenience 
to us both if you will answer its silent appeal. 
This should be “Nuf sed.” 

Dr. Waverly R. Payne, 

Having just completed a year of service as 
resident obstetrician and gynecologist at Jer- 
sey City Hospital, has returned to Newport 
News, Va., and opened offices in the Medical 
Arts Building. He is a member of the Sur- 
gical Staff of Riverside Hospital and is limit- 
ing his practice to obstetrics and gynecology. 
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Dr. D. Hunter Marrow, 


Of Union Level, Va., recently left for 
Florida to spend the winter at Daytona Beach, 
as is his custom. 


Dr. Joseph Caplan, 

Of the class of °25, University of Virginia, 
Department of Medicine, has located for prac- 
tice at 2328 Eutaw Place, Baltimore, Md. He 
recently returned from studying abroad and 
will limit his practice to diseases of the ear, 
nose and throat. 


The West Virginia Crippled Children’s Coun- 
cil 

Is entering upon a survey to locate all erip- 
pled children in the State and the resources 
available for their care. In this work it will 
be aided by the West Virginia Crippled Chil- 
dren’s Society, a private organization which 
is planning to organize in every county. The 
survey has been made possible by a State ap- 
propriation in 1929 for the work of the coun- 
cil, which though organized by an act of 1925 
was without funds until this year. Mrs. Jean 
T. Dillon, R. N., formerly director of the di- 
vision of child hygiene of the State depart- 
ment of health, has been appointed executive 
secretary. The first work to be undertaken 
will be to bring the children under profes- 
sional care at convenient centers. 

The Sale of Christmas Seals Is On. 

In the United States, there are 1,400 affil- 
iated tuberculosis associations operating un- 
der the ageis of the double barred cross, the 
insignia of the world wide tuberculosis move- 
ment. There are many local associations in 
our State. All but 5 per cent of the money 
raised from the sale of the Christmas seals is 
retained for use within the State in which 
collected and a large part of the remaining 
95 per cent for use in the special county within 
which it is raised. So, by the buying of seals, 
we are helping our neighbors and in many in- 
stances those even nearer. 

The National Tuberculosis Association states 
that within the last ten or twelve years the 
Christmas seal funds have helped to cut the 
death rate from tuberculosis in half, but, in 
spite of this, the disease is by no means con- 
quered, for tuberculosis in some form still con- 
tinues to kill more people between the ages 
of eighteen and forty than any other disease. 

Kvery seal bought helps win this fight. 
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Associated With Dr. Wheeldon. 

Miss Matilda Robertson. from the oflice of 
Drs. Allison, Ober and Brewster, of Boston, 
has recently become associated with the office 
force of Dr. Thomas Wheeldon, 318 West 
Franklin Street, Richmond, Va., to do special! 
work in physiotherapy. 

Virginia Doctors Attend Celebratien. 

Drs. James K. Hall and William F. Drewry, 
Richmond, anl Dr. Hugh C. Henry, Peters 
burg, were the only Virginia doctors who at 
tended the twentieth anniversary of the inau 
guration of the mental hygiene movement and 
the founding of the National Committee for 
Mental Hygiene, which was celebrated Novem 
ber 14th, at the Biltmore Hotel, New York 
City, with a dinner and a number of addresses. 
Southern Orthopedic Hospital. 

The property in Richmond, Va., known fo: 
sometime as Terrace Springs Sanitarium, has 
heen converetd into an orthopedic hospital, 
and will be open to the physicians of Rich 
mond as in the past. The hospital will have 
thirty-five beds and the latest equipment for 
orthopedie work. Dr. Thomas Wheeldon will 
le chief of staff and do the orthopedic work. 

The physiotherapy department, incliding 
the hydrotherapy work, will be continued, a 
complete new operating suite will be installed 
for surgical work, a complete new X-ray unit 
will be added, a children’s ward especially for 
orthopedic cases will be introduced, and the 
nursing staff will include a specially trained 
superintendent and operating room supervisor, 
Dr. W. K. Dix, 

An alumnus of the Medical College of Vir- 
ginia, class of “28, has opened his offices for the 
general practice of medicine at 210 Medical 
Arts Building, Richmond, Va. 

Dr. Thomas N. Spessard, 

Recently of Salem, Va., has gone to New 
York City, where he expects to spend the next 
two years taking post-graduate work in neurol- 
ogy and nuerosurgery at the Neurological In- 
stitute, of New York. Dr. Spessard graduated 
from the Medical College of Virginia in 1927. 
The Petersburg (Va.) Medical Faculty 

Held its annual meeting the latter part of 
November, under the presidency of Dr. E. W. 
Young. At the banquet, which is the feature 
of these meetings, talks were made by Drs. 
R. A. Martin and James H. Hargrave, Jr. ‘The 
following were elected officers for the ensuing 
year: President, Dr. Herbert C. Jones: vice- 
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president, Dr. W. Preston Hoy; secretary- 
treasurer, Dr. John Harwood, re-elected. 
New Building for Martha Jefferson Hospital. 

The new building for the Martha Jefferson 
Hospital, Charlottesville. Va.. was opened to 
the public for inspection on Thanksgiving Day, 
and there was a “Home-coming Day” on the 
Friday following for nurses who have grad- 
uated from this institution in the past twenty- 
five years of its existence. This new building 
was made possible by a very substantial gift 
from a resident of Charlottesville. It is of 
brick, consists of three stories and a basement, 
and is fireproof throughout, being fitted with 
all modern improvements and conveniences. 
Dr. Stuart McGuire, 

Richmond, organizer of McGuire Unit, offi- 
cially known as Base Hospital No. 45 in the 
World War, was master of ceremonies at the 
dedication exercises of the new Richmond 
Stadium on Armistice Day. 

India Raises the Age of Marriage. 

The minimum age for marriage of girls in 
India has been raised to 14 years and the age 
of consent to 16 through the passage of a law 
by a very large majority of the Indian Legis- 
lative Assembly, which also raised the legal 
age of mariage for boys to 18 by the same act. 
The bill was introduced by a native member 
and had strong support from the Government. 
Penalties are imposed for celebrating any mar- 
riage below the legal ages, and the law is ap- 
plicable to members of all religious com- 
munions. 

Dr. J. E. K. Flannagan, 

Of the class of 1925, University of Virginia, 
Department of Medicine, and for several years 
a member of the staff of Catawba Sanatorium, 
is now associated with Dr. Everett E. Watson 
at Mt. Regis Sanatorium, Salem, Va. Dr. 
Flannagan spent several months during the 
summer at Trudeau Sanatorium, Saranac Lake, 
N. Y., in study and clinical research, and 
came to Mt. Regis, December Ist. 
Examination for Entrance into the Regular 

Corps of the U. S. Public Health Service. 

Examination of candidates for commission 
as Assistant Surgeon in the Regular Corps of 
the U. S. Public Health Service will be held 
at the following-named places on January 27, 
1930: Washington, D. C.; Chicago, Ill.; New 
Orleans, La.; San Francisco, Cal. 

Candidates must be twenty-three years and 
not over thirty-two years of age. They must 
have been graduated in medicine at a reputable 
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medical college, and have had one vear’s hos- 
pital experience or two years’ professional prac- 
tice. They must satisfactorily pass oral, 
written, and clinical tests before a board of 
medical officers, and undergo a thorough phy- 
sical examination. 

Successful candidates will be recommended 
for appointment by the President, with the 
advice and consent of the Senate. 

Request for information or permission to 
take this examination should be addressed to 
the Surgeon-General, U. S. Public Health 
Service, Washington, D. C. 

Trachoma Found in Wythe County. 

Upon request of the local health board of 
Wythe County, Va., Dr. H. G. Grant, of the 
State Board of Health, with a representative 
from the U. S. Public Health Service, recently 
examined a group of people in a certain com- 
munity of that county and found eighteen defi- 
nite cases of trachoma. This has raised a ques- 
tion as to whether there may be other cases of 
trachoma scattered throughout Wythe and the 
adjoining counties. 

If there is reason to suspect trachoma cases 
in any community, the State Board of Health 
should be advised, that proper steps may be 
taken to rid Virginia of this communicable dis- 
ease, 

The Ex-Interns’ Association of St. Eliza- 
beth’s Hospital, 

Held its sixth annual meeting at the hos- 
pital in Richmond, Va., October 1st, with Dr. 
A. A. Houser, Richmond, president, in the 
chair. There were sixteen members present 
and, altogether, this was one of the best meet- 
ings of the Association. In addition to the 
address by the president, papers were prepared 
for this meeting by Drs. W. G. Rainey, Prince- 
ton, W. Va.; Wright Clarkson, Petersburg, 
Va.; Paul C. Colonna, New York; M. L. Breit- 
stein, Baltimore; and John S. Horsley, Jr., 
Richmond. The morning session of clinics and 
operations was follows by luncheon at the Com- 
monwealth Club. The papers were presented 
at the afternoon session. These were followed 
by the business session, at which time the fol- 
lowing officers were elected for the coming 
year: President, Dr. Paul C. Colonna, New 
York; Vice-President, Dr. Harry J. Warthen, 
Baltimore; Secretary-Treasurer, Dr. John S. 
Horsley, Jr., Richmond, re-elected. In the eve- 
ning, all the members were entertained at sup- 
per by Dr. and Mrs. J. Shelton Horsley, at 
their home “Greystone.” 
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Dr. James Floyd Terrell, 

Of the class of *18, Medical College of Vir- 
ginia, announces the opening of his office in 
the Croyden Apartment Building, 2700 Idle- 
wood Avenue, Richmond. His work will be 
limited to general practice. Dr. Terrell has 
been for some years in the U. S. Navy, and 
was recently connected with the Surgeon-Gen- 
eral’s Office, in Washington, D. C. 

The American Pharmaceutical Manufac- 
turer’s Association. 

“Keep well—Consult your Family Physi- 
cian” is the slogan proposed as a part of the 
advertising campaign to be fostered by this As- 
sociation in the coming year. Definite action 
on the nature of this campaign as well as action 
on the future research program of the Associa- 
tion will be taken at the semi-annual meeting 
to be held in the Hotel Washington, Washing- 
ton, D. C., December 16 and 17, 1929. 

The first day’s meeting will be given over 
largely to problems of executive nature and a 
general discussion of means and ways of ob- 
taining greater efficiency and economy in dis- 
tribution. 

The second day will be devoted primarily to 
meeting members of the various government 
bureaus and departments with which the mem- 
bers of the Association come in contact in the 
course of their daily activities. 

A visit to the Food, Drug and Insecticide 
Administration, Department of Agriculture 
and to the Prohibition and Narcotic Divisions 
of the Treasury Department will occupy the 
forenoon of December 17th. 

At the luncheon on this day, Senator George 
H. Moses, of New Hampshire, President pro 
tempore of the United States Senate, will be 
the guest of honor and will address the mem- 
bers. The afternoon will be devoted to ad- 
dresses by other Government officials and read- 
ing and discussion of the reports of the Re- 
search Board and the Contact Committee of 
the Association. 

Among the important topics to be discussed 
in the executive sessions are Publicity, the Pro- 
posed Census of dispensing physicians, Institu- 
tional Advertising and the “Consult your 
Family Physician” campaign. 

This year’s president is Dr. H. Sheridan 
Baketel, Jersey City, N. J. 

Dr. Benj. E. Hunt, 

For sometime of Holden, W. Va., is in Phila- 

delphia, where he is taking a post-graduate 
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course in gynecology and obstetrics at the 
Graduate School of Medicine, University of 
Pennsylvania. Dr. Holden is a graduate o! 
the Medical College of Virginia in the clas: 
of ’24. 

Dr. C. W. Thomas, 

Recently of Floyd, Va., has located in Mar 
tinsville, Va. 

Disabilities From Infantile Paralysis Should 

Be Corrected Promptly. 

Now that the infantile paralysis outbreak in 
Virginia is at a close, the State Board ot 
Health has sent letters to all Virginia doctors. 
offering to cooperate with them in securing to 
every victim the benefits of the advances and 
discoveries of modern science. The attending 
physician can have his patients examined and 
proper care instituted for those able to pay. 
while there are orthopedists and institutions 
where patients may secure aid in accordance 
with their financial condition, for those unable 
to pay or able to pay only in part. 

Some of the 280 victims of the infantile 
paralysis outbreak in Virginia, this year, have 
recovered entirely. If you wish assistance for 
any of your patients, write the State Health 
Commissioner, Richmond, Va., giving patient’s 
name and address and present condition. 

U. S. Civil Service Examinations. 

The United States Civil Service Commis- 
sion, Washington, D. C., announces open com 
petitive examinations for Senior Medical Of- 
ficer (internal medicine), and Junior Medical 
Officer (interne). Applications must be on 
file with the Secretary of the Fourth U. S. 
Civil Service District, Washington, D. C., not 
later than December 26, 1929. 

Competitors will not be required to report 
for examination at any place, but will be rated 
on their education, training, and experience. 


Maternal and Infant Mortality, Great Bri- 
tain. 

The maternal death rate in England and 
Wales in 1928 was 44.2 per 10,000 live births, 
the highest rate recorded since 1911. The in- 
fant mortality rate during the same year was 
65 per 1,000 live births—the lowest on record. 
For Sale or Lease. 

Fireproof, brick hospital, modern in every 
detail, well equipped. Located in progressive 
community. Suitable for sanatorium or hos- 
pital of some definite type; another general 
hospital in town. Medical library and operat- 
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ing room fixtures, Kny-Scheerer sterilizers, 
etc., can be bought separately. Write Mr. 
James H. Price, Attorney for estate, Times 
Dispatch Building, Richmond, Va. (Adv.) 





Obituary Record 


Dr. Harry Taylor Marshall, 

Walter Reed Professor of Pathology and 
Bacteriology at The University of Virginia, 
died on November 8, 1929, in the American 
Hospital in Paris, France, of pneumonia fol- 
lowing an operation. He was buried in Brus- 
sels, 

At the time of his death Dr. Marshall was 
in Europe on a year’s leave of absence from 
the University in an effort to regain, in a 
measure, his health, which intense application 
to his work had seriously impaired. His 
wife, neé Nancy Lea, of Philadelphia and Al- 
bemarle County, Virginia, and four of his five 
children were with him in Europe. 

Dr. Marshall was born in Baltimore, Md., 
on May 19, 1875, and was the son of Colonel 
Chas. Marshall, Chief of Staff and biographer 
of General: Robt. E. Lee; and Sarah Rebecca 
(Snowden) Marshall. He held the degrees of 
bachelor of arts (1894) and of doctor of medi- 
cine (1898) of Johns Hopkins University. 
During the summers of his collegiate period he 
was attached to the U. S. Coast and Geodetic 
Survey as recorder. 

He came to the University of Virginia 
1908 from the Professorship of Pathology at 
the Medical School of the Philippines in 
Manila, where he also held the position of Sec- 
retary and of Registrar. Few teachers have 
ever been better equipped by temperament, 
training and scientific spirit for the teaching 
of the art of medicine, than was Dr. Marshall. 
He was, however, essentially a research man 
and it was the disappointment of his life that 
the driving duties of an inadequately statied 
professorship did not admit of his following 
the many lines of research his active intelli- 
gence had marked for special attention. His 
travelling fellowship with the Rockefeller In- 
stitute for Medical Research during 1901 and 
1902 threw him into close relationship with 
some of the greatest scientists of America and 
Europe, among the latter Dr. Paul Ehrlich in 
whose laboratory he was privileged to work 
for months. His research activities at Johns 
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Hopkins University and as special patholo- 
gist with the U. S. Bureau of Plant industry 
in the poison plant investigation (so-called 
loco-weed investigation) marked him as an 
unusually careful investigator. 

The search for the truth of things and the 
advancement of science loomed so large with 
him that the personal equation sank into in- 
significance and so his accomplishments in the 
field of research have been, in great degree, 
overshadowed; not so, however, in the realm 
of teaching as the thousands he has taught 
will testify. Thoroughness, unwearied care in 
the preparation of the materials for teaching, 
insistence that the student know the subject, 
however much time it might take to enlighten, 
characterized his work always and drew in 
unwonted degree on his vitality. He taught 
pathology by the autopsy and autopsy ma- 
terial, and was never too busy or too tired to 
officiate personally in the detailed search for 
the primary cause of death. 

Notwithstanding the demands upon his time 
as a teacher, Dr. Marshall yet found time, to 
be a citizen in the true sense. He interested 
himself in the development of a local public 
health nurse service long before such services 
became generally popular. Later, he took ac- 
tive part in the organization of an adequate 
county, city and University health department 
and in the establishment of Blue Ridge Tuber- 
calosis Sanatorium, which last, as local mem- 
ber of the State Board of Health, he closely 
supervised in its beginnings. 

As technical member of the Virginia Tuber- 
culosis Commission of 1916-18, whose report 
resulted in the mill-tax fund for tuberculosis 
control and the more adequate financing of 
tuberculosis work in Virginia, he gave un- 
stintedly of his time and thought. In this 
matter alone he deserves high place on the roll 
of public benefactors. 

Dr. Marshall was a Phi Beta Kappa and a 
member and actively interested in the work 
of a number of societies, including the Ameri- 
can Association of Pathologists and Bacteriol- 
ogists, of which he was also president in 1922, 
American Association for the Advancement of 
Science, his State ond local medical societies 
and the American Medical Association. He 
was also for seven years an associate editor of 
the Viretnta Mepicat Montnry. 

Whatever post Dr. Marshall occupied, 
whether as member of a Board, a society or 
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a college faculty, he took an active part and 
when careful thought and trained intelligence 
was needed he was always to the fore. He 
would not affiliate where he could not be use- 
ful and on appropriate occasion he never failed 
to express his judgment unmistakably in clear 
balanced and vigorous terms. His scientific 
published papers, all too rare, are couched in 
varefully concise English and exhibit always 
a profound knowledge of the subject treated. 
They are invariably fruitful of suggestions for 
further study. 

Dr. Marshall’s influence upon the develop- 
ment of the Medical School at the University 
of Virginia during the past twenty years can 
only be adequately told by the eloquent Presi- 
dent of that institution, who in very large 
measure leaned upon his enlightened ability 
and judgment. It is too long a story for record 
here. His colleagues know and appreciate his 
service to the full. 

He was a model father and husband, an ac- 
tive consistent though liberal churchman, a 
charming host and genial companion, thor- 
oughly appreciative of all the cultural aspects 
of life, he possessed too a keen and unfailing 
sense of humor without a tinge of malice. 

In other words he was a broad-gauge Chris- 
tian gentleman and scholar whom to meet was 
a privilege and to be accepted in the inner 
circle of his friendship was a real honor. 

R. K F. 
Dr. Simon P. Conduff, 

Draper, Va., died at the Pulaski Hospital, 
November 24th, after an illness of two weeks. 
He was a native of Floyd County and fifty- 
six years of age. Dr. Conduff graduated from 
the Baltimore Medical College in 1898 and 
joined the Medical Society of Virginia several 
years later. He had been practicing in Draper 
and vicinity for nearly thirty years. At the 
time of his death, he was mayor of Draper and 
president of the Bank of Draper. His wife 
died several years ago, but he is survived by 
four children and a large family connection. 
Dr. George Price McCoy, 

Hopewell, Va., well known eye, ear and 
throat specialist, died November the 5th, at 
Monterey, Va., to which place he had gone with 
his family to attend the funeral of Mrs. Me- 
Coy’s mother. His death was due to blood 
poisoning. Dr. McCoy was forty-eight years 
of age and had graduated in medicine at the 
former University College of Medicine in 
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Richmond, in 1905. He was a World War 
veteran, having been in service overseas. He 
has been a member of the Medical Society of 
Virginia for several years. His wife and two 
young children survive him. 

Dr. Victor Clarence Vaughan, 

Eminent scientist and author and for thirt) 
years dean of the Medical Department of the 
University of Michigan, died suddenly at his 
home just outside of Richmond, Va., Novem 
ber the 2ist. He was seventy-eight years of 
age and a graduate in medicine from the Uni 
versity of Michigan, in 1878. He located in 
Richmond about two years ago, upon retir- 
ing from active work. He was a prominent 
figure in the medical history of this country 
and had been active in many organizations. 
He was also an ex-president of the American 
Medical Association. Dr. Vaughan served in 
both the Spanish-American and World Wars. 
He is survived by his widow and four sons, 
three of whom are physicians—one, Dr. Warren 
T. Vaughan, of this city. 

Dr. William A. Thornhill, 

Charleston, W. Va., an alumnus of the Uni- 
versity of Virginia, Department of Medicine, 
in the class of 1901, died November 14th, of 
heart disease. He was forty-eight years of age 
and a native of Appomattox County, Va., but 
had practiced in Charleston for sometime, spe- 
cializing in roentgenology. 

Dr. Oscar Woods Holloway, 

Of Durham, N. C., died October the 2nd, 
of heart disease, at the age of fifty-four years. 
Dr. Holloway was graduated from the Medical 
College of Virginia, Richmond, in 1901. At 
the time of his death he was a member of the 
staff of Watts‘ Hospital, in Durham, and was 
connected with a number of medical organiza- 
tions, 

Dr. William Jordan Thigpen, 

Tarboro, N. C., died on September 20th. He 
was fifty-four years of age and a graduate of 
Jefferson Medical College, Philadelphia, in 
1900. He was prominent in his section and a 
member of the staff of the Edgecombe General 
Dr. Joseph Low, 

Welcome, Va., died November the 2nd, death 
being due to heart disease. He was sixty-two 
years of age and had graduated in medicine 
from the Chicago Homeopathic Medical Col- 
lege in 1888. He was formerly professor of 
the theory and practice of medicine at the 
Hahnemann Medical College and Hospital. 








